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GENERATING INNOVATIVE STRATEGIES FOR
HEALTHY INFANTS AND CHILDREN

TUESDAY, APRIL 23, 1991

Housrk oF REPRESENTATIVES,
SeLEcT CoMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The committee met, pursuant to call, at 10:00 a.m., in room 340,
Cannon House Office Building, Hon. Patricia Schroeder [chairwom-
an of the committee] presiding.

Members present: Representatives Schroeder, Miller, Kowland,
Skaggs, Collins, Peterson, Cramer, Wolf, Walsh, Machtley, Bilirak-
is, Klug, Camp, and Barrett.

Staff present: Karabelle Pizzigati, staff director; Jill Kagan,
deputy stafl director; Madlyn Morreale, research associate; Dan-
ielle Madison, minority staff director; Carol Statuto, minority
deputy staff director; Elizabeth Maier, professional staff; and Joan
Godley, committee clerk.

Chairwoman ScuroEDER. I'm going to go ahead and call the hear-
ing to order, and we want to welcome this morning our distin-
guished friend from the Senate.

First, let me ask unanimous consent to put my statement in the
record, and | want to put this hearing in a little bit of context.

In 1989, the Assistant Secretary for Health James O. Mason tes-
tified before this committee that we have the knowledge to save at
least 10,000 of the 40,000 infants who die yearly in this country,
and that the failure to act on that knowledge costs us over $2 billion
annually, in the care of critically ill infants.

We're going to be talking today about a variety of things that
have been out there. How hard is it to do planning and coordina-
tion? We've known for years that planning and coordination would
gertainly help people trying to deal with all these different serv-
ices.

This committee has looked for family-friendly services all across
the board, and we certainly have not found them in the child and
maternal health area.

We will be hearing from the Administration about their new
policy to consolidate. We have a concern that the plan still isolates
a lot of the health services, so it doesn’t look like the total coordi-
nation that we had hoped for.

As you know, there was also the ten-ity targeted approach to
deal with iafant mortality that the Administration announced, and
the Congress challenged because to get the money for those ten

th




2

cities, they were taking it from the very, very critical community
health centers that were also helping prevent infant mortality.

So, we've seen all sorts of different approaches, and it gets very
frustlrating that we've not been able to do a better job of getting
results.

We know that the proportion of low birthweight babies has not
improved in nearly a decade. We know that the measles epidemics
in inner cities should send very strong warning signals to us that
we are not putting our money into some of the most basic prevent-
ative care that we could have.

We can’t be surprised because nearly 15 million women have no
health care coverage for maternity care. That obviously shows up
then, in the type of pregnancy treatments that they get. Then we
see with the services, the lack of child care, transportation, and on,
and on, and on, and on—people just get whipped around in the
system all over the place.

So, we're very pleased today that our colleague, Senator Bradley,
who has been a member of the National Commission to Prevent
Infant Mortality, is here to unveil this new commission report that
has a blueprint for what this country could do—it is not more dol-
lars, it is more efficiency—as they highlight once again the “one-stop
shopping’’ programs and the “family-friendly” programs.

e are also fortunate to have a member of our own Select Com-
mittee, Congressman Roy Rowland, who is on this commission, and
he will be coming a little later. He is both a physician and a policy-
maker, and he’s been absolutely invaluable.

We've got other distinguished witnesses we’ll be hearing from
this morning, and 1 will allow Mr. Wolf to put in his statement,
and angone else who wants to put in their statement, at this time,
and I think we'll move along and open it up to you.

[Opening statement of Chairwoman Patricia Schroeder follows:]

OPENING STATEMENT OF CHAIRWOMAN PATRICIA SCHEORDER, A REPRERENTATIVE IN
Concress From THE STaTE oF COLORADO, AND CHAIRWOMAN of THE Sgpigcr Com-
MITTEE ON CHILDREN, YOUTH, AND FamiLIEs

In 1989, Assistant Secretary for Health James O. Mason testified before the Select
Committee on Children, Youth, and Families that we have the knowledge to save
10,000 of the 40,000 infants who die each year, and that the failure to act on that
know! costa over $2 billion annually in the care of critically ill infants.

The Administration’s recent nctions speak louder than words. At first glance, the
recently announced plan to reorganize children’s services within the Department of
Health and Human Services suggests elevating children’s issues to new heights. But
the approach flies in the face of Dr. Mason's declaration that we know what to do
and how to do it. Instead of promoting unity and coerdination at the federal level to
improve child health, the plan isolates the Maternal and Child Health Services
Block Grant frum other public health programs, including community and migrant
health centers, the National Health Service Corps, childhood immunization, lead
screening, and others that are so crucial to child health and well-being. )

Such action follows the Administration’s announcement of an "infant mortality
initiative’” in the President’'s budget proposal. He suggested paying for a ten<ity tar-
geted approach by pilfering critically needed funds from community health centers.
Congress took immediate action and rejected his funding proposal and provided new
money because we need leadership and far-reaching reform in our health care
system—not smoke and mirrors.

Now they tell us progress has been made in reducing infant deaths—the &rxt;limi-
narisinfant mortality rate for 1980 dropped to 9.1 infant deaths per 1}, live
births. But the fact that we are saving critically ill newborns with costly high tech-
n}?logy rather than ensuring that babies are born healthy in the first place tempers
that success.
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The proportion of babies born too small has not improved in nearly a decade. Nei-
ther has the percentage of pregnant women who receive prenatal care in the critical
first trimester of pregnancy.

The recent measles epidemics in inner cities across the country should also send
warning signals that the youngest, most vulnerable children are not getting the
basic care they need.

This should not surprise us because nearly 156 million women have no health in-

surance coverage for maternity care, and over 9 million children have no health in-
surance. Insurance protection, while absolutely essential to health care access, how-
ever, will g:::y itself ensure that all women and children get the preveative health
care .
Lack of child care, limited transportation, a shortage of health care providers, es-
pecially for Medicaid recipients and those living in rural areas, language and cultur-
al barriers, and a bureaucratic mare make access to services so unwieldy that fami-
lies just can't get them.

Dr. Mason was right. We do know what to do. We are just not doing it.

1 am very pleased that today, our colleague Senator Bill Bradley, a Member of the
National Commission to Prevent Infant Mortality, will release 8 new Commission
report that gives us a blueprint for action by highlighting onestop shopping pro-

ined broadly in terms I like to think of as “family friendly''—that work
at the state and local level.

We are fortunate to have 88 a member of our own Select Committee, Congress-
man Roy Rowland, who also sits on the National Commission. As a physician and a
ng!lxcemed policymaker, his service here and on the Commission has been invalu-

‘le.

We will also hear from Judith Jones, Director of the National Center for Children
in Poverty, who will further enlighten us about promising strategies to improve
child th for the most vulnerable children, and Kay Johnson of the March of
Dimes, who will discuss their organization’s perspective of what it will take to
ensure that all children get a healthy start in life.

1 am especially pleased that we will have testimony from those on the frontlines
who work with and for families everyday, helping them gain access to an often frag-
mented patchwork of services.

Thank you all for coming today. I look forward to your testimony.




GENERATING INNOVATIVE STRATEGIES
FOR HEALTHY INFANTS AND CHILDREN

A FACT SHEET

= In 1988, nearly 39,000 U.S. infants died before «heir first birthdays.
The infant mortality rate (IMR) was 10.0 deaths per 1,000 live
births, Africsa-American infants were twice as likely to die than
white infants, with IMRs of 17.6 and 85 respectively. (National
Ceater for Health Statistics [NCHS], 1990)

o Low birthweight is the greatest determinant of infant death and
disability. In 1988, 6.9% of ali infants were bomn at low birthweight
(LBW), or less than 5.5 Ibs, unchanged from the previous year.
Among African-American births, the incidence of LBW was 13.0%,
the highest level since 1976, compared with 5.6% of white births and
7% of births to Hispanic mothers. (NCHS, 1990)

e The proportion of mothers receiving early prenatal care has
remained stagnant since 1979. In 1988, nearly one-fourth (24%) of
babies was born to mothers who did not begin prenatal care in the
critical first trimester. Among African-American mothers the rate
was 39%. (NCHS, 1990)

CcOo EHENSIVE/ACCESSIBLE PRENATAL CARE, NUTRITION
CRUCIAL FOR HEALTHY DEVELCPMENT

¢ In a North Carolina study of 758 low-income women, pregnant
women on Medicaid who received private practice physician care
were 57% less likely to receive the berefits of the Special
Supplemenial Food Program for Women, Infants, and Children
(WIC) and 2.3 times more likely to have a low birthweight baby
than women who received prenatal care at the public health
department’s comprehensive care program. (Buescher, et al, 1987)

e In a study of over 21,000 North Carolina births to Medicaid
recipients, women not receiving services coordinating maternity care
had a low birthweight rate 179 higher and a neonatal mortality rate
39% higher than those receiving coordination services. (Select
Committee on Children, Youth, and Families, 1990)




e Pregnant women on Medicaid who are not WIC participants are 2-
3 times more likely to receive inadequate prenatal care than those
on both Medicaid and WIC. (Kierman, 1991)

e Prenatal participation in WIC is associated with Medicaid savings
ranging from $1.77 to $3.13 for newborns and mothers for every

WIC dellar expended. (U.S. Department of Agricuiture, 1990)

e Low birthweight babies are 49-64% more likely than normal weight
infants t0 attend special education classes. In 1989-90, special
education costs due to low birthweight were $370.8 million.
(Chaikind and Corman, 1990)

S OF CA REN RECE U
CARE

e Approximately 7 million U.S. children do not receive routine
medical care. In 1986, 37% of children ages 1 10 5 in families
below the poverty linc had not seen a physician within the past year,
compared with 16% of children living in families with incomes
above 150% of the poverty level. Health survey data from 1988
show improvement, but access problems have not been eliminated.
(National Association of Children’s Hospitals and Related
Institutions, 1989; Klerman, 1991)

e Between 1985-1987, urban white children in fair or poor health
averaged 16.4 physician contacts per year, while their rural
counterparts averaged only 13.1. Similarly, urban black children in
fair or poor health averaged 6.9 annual visits, compared with five
visits in rural areas. (Center on Budget and Policy Priorities
[CBPP), 1991)

e Immunization rates for preschool children against diphtheria,
tetanus, and pertussis (DTP) average 41% higher in many Western
European countries than in the United States, and mean polio
immunization rates are 67% above U.S. figures. In 1990, more than
25,000 cases of measles were reported in the U.S., almost 17 times
the all-time low number of cases reported in 1983, resulting in over
60 deaths. Almost half (479%) of these cases were reported among
preschool-age children. (Williams, 1990; National Vaccine Advisory
Committee, 1991)




® Low-income children are about twice as likely as higher-income
children 10 be born at low birthweight, two to three times more
likely to experience postnconatal mortality, and three times more
likely to have delayed immunizations and lcad poisoning. (Starfiekd
and Newacheck, 1990)

e One child in six has dangerously elevated blood lead levels (above
10ugMl), including 509% of all poor African-American children.
Lead exposure is associated with severe retardation, lower IQ,
speech and language impairments, learning disabilities, and poor
atiention skills. (Needleman, 1990)

e Over § million children under age 12 suffer from hungers, and
another 6 million are at risk of hunger. Hungry children are two 10
three times more likely than children from non-hungry low-income
families to suffer from health problems, including unwanted weight
loss, fatigue, headaches, inability to concentrate, and irritability.
(Food Research and Action Center, 1991)

e Ina 1985 New York City hospital discharge study, among children
ages 1-4, rates for cellulitis, pneumonia, otitis media, and upper
respiratory infections were about three times as high in areas with
the largest proportion of population below poverty than those in the
least poor areas; asthma and bronchitis rates were over four times
higher. (Klerman, 1991)

MILLIONS OF WOMEN AND CHILDREN IACK HEALTH
S CE, RIS

e In 1988, approximately 32 million non-elderly Americans lacked
health insurance. The uninsured are 33% more likely 0 be in fair
or poor heslth and nearly twice as likely to lack a regular source of
health care as those with health insurance. (General Accounting
Office {GAO], 1991; Freeman and Blendon, 1987, Robert Wood
Johnson Foundation, 1987)

e Of the 9.2 million children who lacked health insurance in 1988,
nearly two-thirds were living in families with full-year, never
unemployed parents; 6.8 million were living in households with
incomes between 100-399% of poverty. (Employee Benefits
Research Institute, 1990)

ERIC 11




Fifteen million women (26%) in their child-bearing years (15-44)
have no health insurance coversge for maternity care; 9.5 million
women (17%) in this age group have no insurance at all. Two-
thirds of women without kealth insurance do not begin prenatal care
in the first trimester, compared with one-fifth of privately insured
women. (GAO, 1987; American Academy of Pediatrics, 1989)

Babies whose parents have no health insurance are 30% more likely
than those from insured families 10 die or be seriously ill at birth,
according to a study of more than 100,000 births in the San
Francisco Bay area. (Braveman, 1989)

HEALTH CARE PROVIDER SHORTAGE LIMITS HEALTH CARE
ACCESS

Every year, about 215,000 births (6%) occur in 799 counties with no
identified clinic provider; 110,000 women give birth in counties with
neither a clinic providing prenatal care nor am office-based
obstetrician-gynecologist (ob/gyn). (Singh, Forrest and Torres, 1989)

In 1988, nearly two-thirds (62%) of rural counties reported having
no cobstetrician and a slightly greater number reported having no
pediatrician. The number of pediatricians (per 100,000 women of
childbearing age) was more than three times higher in urban areas
than rural areas. (CBPP, 1991)

In a survey of 32 Michigan health departments, 69% of respondents
cited provider unwillingness to participate and nearly half (44%)
cited inadequate advertising as primary reasons for client under-
enroliment in the State Prenatal/Postpartum Care program. (Miller,
et al, 1989)

UNAFFORDABLE., UNRESPONSIVE, INFLEXIBLE MEDICAL
SYSTEM IMPEDES ACCESS

Among 15 studies reviewed, inhospitable institutional practices and
financial barriers emerged amcng the top five reasons for obtaining
insufficient care. When insurance status and financial factors are
controlled and services are accessible, differences between poor and
nonpoor families’ uiilization of health care almost completely
disappear. (Institute of iJedicinc. 1988; Klerman, 1991)

12



A recent survey revealed that a third of Mcdicaid application sites
studied had no special service for Spanish-speaking clients. (National
Coalition of Hispanic Heslth and Human Services Organizations,
1990)

Arttitudinal barriers were cited by 39% of surveyed women who
obtained inadequate care: 22% cited fear of doctors and medical
exams; 10% cited fear of arrest or deportation; 10% cited cultural

biases against male providers. (GAO, 1987)

Transportation d‘fliculties were cited as a facior in preventing
wmﬁomncﬁvhgﬂthmﬂlmby%%ofmmd
ob-gyns and 23% of interviewed women who received

care. (American College of Ob/Gyns [ACOG], 1988; GAO, 198‘7)

Limited child care was cited in not obizining sufficient prenatal care
by 24% of surveyed ob-gyns and 16% of surveyed women; inability
to arrange time off from work was cited as a factor preventing
women from getting adequate prenatal care by 14% of surveyed
ob/gyns and 7% of surveyed women. (ACOG, 1988; GAO, 1987)

April 23, 1991
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[Opening statement of Hon. Frank Wolf follows:}

OPENING STATEMENT OF HoN. FRANE R. Worr, A REPRESENTATIVE IN CONGRESS
FroM THE STATE of VIRGINIA AND Ranking Minormry MEMBER, SELECT CoMMiT-
TEE ON CHILDREN, YOUTH, AND FAMILIES

I commend Chairwoman Schroeder for having this hearing today and continuing
the Select Committee’s commitment to making a positive difference in the lives of
pregnant women and their young children.

America is being shown in no uncertain terms by nearly all its family statistics
that the family and well-being of its children are facing some pretty tremendous ob-
stacles. Overcoming high infant mortality rates in this country, particularly in
urban areas, is one such obstacle. Although our infant momlitﬁ rates have declined
each year, the number of babies who die as a result of low birthweight in this coun-
try is still, quite sadly, very high.

As Health and Human Services Secretary Louis Sullivan pointed out a few weeks

o, infant mortality continues to linger at high levels for a number of reasons, in-
cluding the breakdown of the American family. Medical experts are now beginning
to find that infant mortality levels are significantly affected by whether or a bab;r is
born into a one- or two-parent family. According to the New England Journal of
Medicine, both black and white unmarried women have a substantially higher risk
of having infunts with very low or moderately low birthweights. It is already very
difficult today to juggle the demands of time and money in a two-parent {amily;
when a woman has to carry a baby to term by herself, work, and raise the infant
alone, the health of her and her baby can be seriously jeopardized.

Our babies and their mothers deserve better. By developing policies that will sup-

rt and sustain the family as one of the most valuable resources of society. the

ealth of our nation and its babies will only stand to benefit.

In addition to recognizing the impertance of the family in ensuring the health of
our babies, there are two other issues that relate directly to our efforts to battle
infant mortality. One issue involves the lack of integration of maternal and health
services for pregnant women and their babies. The other involves the behavior of
individuals and how important the efforts of pregnant women, health care provid-
ers, neighborhnods, the private sector and those involved in public policy are to im-
proving our nation’s infant mortality rate.

The President and the Congress have increased funding for the Women. Infants,
and Children (WIC) program, the Maternal and Child Health Block grant and other
maternal programs, and expanded Medicaid eligibility. But, materna! and child
health services are still for tﬁe large part delivered in a fragmented, uncoordinated
manner. As this year's report of the National Commission to Prevent Infant Mortal-
ity shows and as our distinguished witness Congressman Tom Bli!c’;;'l will point out
today, the lack of integration of services for pregnant women and their babies pre-
sents a rea! barrier to improving our infant health and mortality rates in this coun-
try. By providing comprehensive one-stop-shopping for prenatal care, access will be
increased as well as motivation among pregnant women tou receive proper prenatal
care.

Providing one-stop shopping for prenatal care services will build some important
“bridges” necessary to reducing infant mortality. But, one-stop shopping is not suffi-
cient to end infunt mortality. We must also acznuwledge another vitally important
component to improving the health of a pregnant woman and her child. As Dr. Sul-
livan points out, each and every one of us has a personal responsibility for our own
health and that of our babies. tors and others specializing in this area are begin-
ning to cry out that in addition to receiving prenatal care services and proper nutri-
tion, it is critical that the pregnant woman commit herself to choosing behavior
that will be healthy for her and her baby.

If a pregnant woman chooses dangerous behuvior such as smoking crack cocaine,
smoking cigarettes, drinking excessive amounts of aleohol, or not participating in
parenta! care, all our attempts at essential services and care are threatened and un-
dermined. For example, 27 percent of pregnant women continue to smoke, and
smoking is the leading cuuse of preventable low birthweight.

The District of Columbia is an example of how wide availability of funds and serv-
ices cannot alone produce the results intended. The District of Columbia has visible
media campaigns, outreach programs, and even integrated services and, yet, euch

ear D.C. has one of the nation's worst infant mortality rates. According to Dr T

rry Brazelton, cities with high infant mortality rates are also cities with very
high maternal use of drugs during pregnancy. It is estimated that 25 pervent of
babies born in D C. are to addictive mothers. One of the goals of the Administra-

14
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tion's “Healthy Start” program that Dr. Robert Harmon will discuss today is help-
ing women avoid the addictive behaviors that contribute to infe' - death and dis-
ease.

Infant mortality and low birthweight are multi-faceted problems and building
bridges to help our nation’s mothers and their children will require the efforts of
many. We need support for the family through public policy, integration and ade-
quate funding of prenatal care services, and individual accountability of expectant
parents. We need the rich resources that come from all sorts of individuals: from
extended fa-iily, health care providers, clergy, a caring community, the private
sector, public officials, and parents-to-be, working together to make a difference in
the lives of our nation’s infants. As Ann Brown, a neonatology nurse at George
Washington who commits every day to helping mothers and their at-risk infants,
says, “Change is possible, I cv..anot be an island, I cannot be neutral.”

I look forward to hearing each of the witnesses today and to learning more about
how each of us can work to be “less of an island” in our efforts to improve the
health and well-being of our nation's infants and children.

15 -
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TOENERATING INNOVATIVE STRAT/GIES FOR
EEALTEY INFPANTS AND CEILDREN®

1. THE LINITS OF TECHNOLOQY IN ADDRESSING INFANT NMORTALITY

L The 1990 provisional infant sortality rate is 9.1 infant
deaths pet 1,000 live births, a drop belov the provisional
estimate of 9.7 percent for 1989. The 1%%0 rate of 9.1
Teprasadts the biggest singls-yewar dsoline in a decsde.
(Statement by Secretary of Health and Human Services Dr.
Louir Sullivan, April 8, 1991, p.2)

. The decline of infant mortality rates in the 19708 has been
attriduted largely to the inventionm of sedical technology
for the care of premature and cther critically ill newborns.
In the 19808, this decline has siowed tremsndously -- partly
because of a lack of progress in primary prsvantion of
conditions which lead to infant death. (Center for Disease
Contrel, Morbiditv and Mortality Wqekly Report, September
22, 198%, vol. 18, No. 17, page 635. Public Health Service,
U.S. Department of Health and Human Services.)

“ In the past 25 yesrs, only a small praoportion of the
dramatic reduction in infant mortality has besn due to a
reduction in the prevalence of low birth weight. The
approximately twofcold higher infant asortality rate of blacks
ag compared with whites is due primarily to their different
rates of delivering preterm low-birth-weight infents,
particularly those weighing less than 1500 grams.

(Editorial, The New England Journal of Medicipe., vel. 317,
No. 12, p. 763)
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Leading Causes of Infant Mortality, 1988

Birin getects
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The leading causes Of infant mortality in 1988 were birth
defects, sudden infant death syndrome (SIDS), low birth
weight, and respiratory distress. {See chart above| These
LOP Causes can 1n many cases bs linked to aberrant behavier
Juring pregnancy. For example, a number of the risk factors
related to :NIDS are maternal smoking and drug use, teensgs
birth and anfections late in pregnancy. (Healthy Feople
<000, Marerpal and Infant Health, p. 369)

The low birth ~eight Jdistributions among varicus ethnic
Jroups correlutes with the infant mortality rates of each ot
these ethnic groups. (See graph "Low Birth Weight" and
“Infant Mortality Rates® below)
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The link betwesn early pranaf-l cara and infent mortality
rates only tells part of the cory of infant mortality
rates. For exanple, despite comparable or higher levels of
early prenatal cars, Blacks (sl percent of whos had early
pranatsl csrs) had infant mortality rates of 18.7 per 1,000
live births cosparad to Nexican Amaricans (58 percent of
whoa had early prenatal care) who had 8.8 deaths pear 1,000
liva birtha. The Eexicaa Amsricas isfaat mortality rate was
aven lover tham the rate for Whitss (9.0 desaths per 1,000
1ive birtha), daspite tde fact that Whites bad & uch highar
incidence of preaatal care of 7% pesweat. (Ses "Infant
Mortality Retes® graph above, and "Early Prenatal Cars®
graph balow)

" A

Early Prenatal Care
United States, 1988
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ip D.C., the infant mertality rate is tidres times the
national average aven though thers is: free presnatal care to
any woman whose family incoms is less than $20,000, slevan

of the city’s 16 health clinics provide prenatal care, thera

are matarnity outreach programs that provide transportation
to pregnant women and there are sany private practitioners

who cater to the Medicaid clientsle. Howevar, the all to

frequent use of drugs or alcohel by women while pregnant

underminas many of the services available. ("Stork Reality:
Why America‘'s Infants ara Dying," Harmeet Singh, Policy

18
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Low Birth Weight
United States, 1988
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RBeviey., p. 02).

- The cities with high infant mortality rates are also cities
with very high saternal usa of drugs during prsgnancy. For
example, 1t is estipatsd that 25% of babies born in D.C. are
barn to addictive mothers. (T. Berry Brazeiton, Progressive
Policy Institutes seminar, 4/12/91, Washington, D.C.) (Sea
“Infant Mortality Raies in sslected cities" graph below)

Infant Mortality Rates
in Selected Cities

Wastngton, DC.
Oetroes
Saltimors
Mumpve

. ————
e
N
e ]
N ——
ETI—

Cleveiand
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Columbus, ON
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New Yors C.iy S ———

o, L. .
Qo 3 10 18 20 25 kie]
Rates per Y000 Live Inrins

D an Racas Tl Whires Piscxs

Courcl Nationsr Censas tor
~aEdn S1at 8ty

1I. BEMAVIORAL ABPECTS OF BIGK INFANY MORTALITY RATES

L] “Studies of whites, blacks and Puarto Ricans all suggest
that low-birth-weight hirths and very-low birth-weight
births 1n the U.S5. correlats strongly with bebavior, Rrot
nutrition, and especially with smoking, drug abdbuse
(particularly the abuse ¢f crack and other forms of
cocaine), pravicus abortions, stress and infeotions of the
genital tract and of the membranes surrounding the unborm
baby, ¥hich often result from sexual promisowity."” (Dr.
ceorge Graham of John Hopkins University, Professor of
Nutzrition and Pediatrics, The Wall Street Journal, April 2,
19911} .
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Qver 5 million woxen Of childbearing age (15-44 currently
use an allicit drug, including almost 1 maillion who use
cocaine and 3.8 million who use marijuana. (National
Instituta of Drug Abuss {NIDA}, 1989).

The National Commission to Pravent Infant Nortality has
estidated that smoking is responsible for about 25 parceat
of all lov birthweight bdabiss and adbout 4,000 iprant deatha
each year. (Select Committee on Children, Youth, and
Families, "Beyond tha Stersotypes: Women, Addiction, and
Ferinatal Substance Abusa." Testimany of Resd Tuckson).

“Women whe use cocaine ara likelyY to use other substancas
such as cigarsttes, alcohol, and marijuana. They typically
have other poor health habits such as poor nutrition and
lack of pranatal care, all ©f which affect fstal ourcCome.
Therefore, cocaine is only one of sany factore in a woman's
lifestyle that contributes to a low birthweight and small
head circumference among infants prenatally expoasd to
cocaine.” (Pedaatxic Nursing, March-April, vel. 17, No. 2.
p. 125}

DBoth black and white unmarried women had a substantially
higher risk of having infants witd very low or modarately
lov birth weighte. (Kleinman and Kessel, Racial Differences
1N Low Birth weaght, B
voi. 1317, No. 12, Sept. 17, 1987, P 749)

"gnmarried cothers are more than three times am 1ikely as
merried mothers to obtail late or no presatal cars.
Unmarried white mothers are almost four times as likely as
married white mothers to obtain late or no care:; and
anmarried black mothers are twice as likely as married black
mothers to obtain late or ne care.“ (Prenatal Care: Reaching
Mothers, Reaching [nfants. Institute of Medicine, 1588, PP
18-19.)

in Japan, even though a womah 1S tour times more likely to
die during onildbirth than a woman giving birth in the U.S.
because of our compleX medical treatment service, Japan
51111 has the world's lowest rate of infant mortality -
about halt that of the United States. In Japan. less than 1}
percent of all mothers are either unmarried or teenagers.
t"Srork Reality: wWhy America's intants are Dying," Harmest
singh, Policy Feview, P. 63).

"MorPidity from infection is higher in the United Statee
anonG thome sho are not nreastfed, especially among the poor
and the underservad...Seventy-five percent of weil-educated,
middle to high incoRe women breastfeed thetir infants. Less
than 25% of low income women preastfeed their infants. Less
than 25%% of -others 1n the WIC Program preastifeed their
.nfants."” rTestimony of Dr. Ruth lawrence before the Senate
Subcommittee on Antitrust and Committee on Agriculture,
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March 14, 1991).

TER NEBD FOR INTEORATED SSRVICES THEAT RENOVE UNNECRSSARY
LAYSRS OF BUREAUCRACY AND FOCOUS ON BEEAVIORAL CONTRIBUTIONR
TC INFANT NORTALITY AND CEILD ERALYE

There are almoat 100 federal prograss adsinistered by 10
rederal agencies to addresa issues relatad to infant
mortality. Tc state hsalth care profeasicoals, the
burgeoning velter of agenciss and prograss related to infant
mortslity and prenatal cers are more ©f & hindrance to their
efforts than a help. ("Stork Reality: Why America‘s Infants
are Dying." Harmeat Singh, Pplicy Raviaw. Spring 1990, p.
58)

In 1990 the Departmant of Health and Human Services spent
about $4.) billion on health cars financing, sarvices, and
research rslated to infant mortality probleas. The U.S.
Departaent of Agriculture (USDA) spant roughly $2.0 billion
for spacial nutrition programs. States spent an estimated
$2.3 billion for their ehare of state Nedicaid Programs and
public health departments of all types provided prsnatal
care, well bady and immunization services. (White House Fact
Shest: Tha President® Initjative to Improve Infant Health,
Febuary, 1991)

“There 18 now ample evidonce that patterns of
migcoamunication, poor coordination, and smphasis on
function rather than op oission plague our maternal health
care delivery system. Congrees has chosen to take a
piecemeal approach to the problem of infant smortality...Sut
Congress fsilad to make any fundamental changes in tha
adninistration of thesa Progfama. Congress has falled to
iook at the effectiveness of Programs both individually and
35 part of a compreshénsive system...Instead of saking
cholces, wa just add another program...It is time to
reconsider the aervice delivery system itself."™ (Rep.
Thomas Bliley, “Reducing Infant Mortality: An
organirational strategy, May 21, 19%0)

“The money to pay for prenatal care ie already out
there”®...."what is often lacking is the commitment of people
who deliver the services...the Bost effect.ve Wey to deal
with the problem of pranatal care is to take most of the
money out of the purely public syetem and re-route it to
other gources, be theY private physicians or clinics like
thas. I think a little compatition for the governsant - a
healthy thing.” (Maria Goser of Mary's Canter, “Stork
Reality: Why America’s "nfants are Dying,” Harmeet Singh,
belicy Reviaw. Spring 1990, p. 60,

“Claarly our response to infant mortality suet address the
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social value gystem which leads to ne®gative personal
pehaviors and irresponsible actions by sxpactant mothers and
fathers. .. We will increase treatment programs dealing with
the ajor behavicor~related causes of infant mortality ~--
smoking, alcohol, drugs, poor nutrition and high-risk sexual
pehavior.” (Secratary of Health and Human Sarvices Dr. Louis

Sullivan, Remarks to the National PTA legialative
Conferance, March (1, 1991).
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INFANT WORTALITY GLOSSARY
CONNONLY USED TERRS

CONGENITAL: Existing at hirth.

FETAL DEATE: The Product of
conception, which, after
separation from its mother, does
not breathe or show other signs
of life required to meet the
World Health Organizationts
criteria for a live birth.

FETAL DEATE RATE: The ratio of
fatal deaths to fstal dsaths
flus live births.

NIGE RISK: At grester than
norssl risk for contracting a
specific diseasas or experiencing
a condition.

IN UTERO: within the uterus.

INFPANT MORTALITY: Death in the
first year of life. About 1%
of all babies born in tha U.S.
dis in the first Year of life.
It includes neanatal mortality
and postneonhatal sortality.

INFART TMORTALITY RATE: The
nunber of dearhs asong children
under 1 year oild per 1,000 live
births in a givan year. The
infant mortality rate {s the sum
of two componants: the nsonatal
mortality rate and the
postnecnatal mortality rate.

LIVE BRIRTR: According to the
Wworld Healty organization, “the
complets expulsion or extraction
from its mother of a Producc of
conception, irrespective or the
duration of pragnancy, which,
atter such ssparation, hreathes
oxr shows any other svidence of
life such as beating of the
heart, pulsation of the
uymbilical cord, or definite
ovenant of voluntary suscles®.

{continued)
This definition is the basis for
mnost States? requirements

govarning thersporting of livae
births,

LOW BIXTE WRIGNT: Birthwieght
of lw-ass than 2,500 grams
(51ba. S808.}.

LOW RIRTENEXGET RATE: Percentage
of live dirths with birtheight
of 1.500 grams or less.

NODERATELY I1OW BIRTEYRIGET:
Birthweight between 1,500 and
2,500 grams.

NEQCMATAL: Pertaining to the
first 4 weeks (28 days) after
bhirth.

NEOMATAL INTENSIVR CARE:
Constant and continucus care of
the critically ill newborn.

NBONATAL MORTALITY: Death in the
first 28 days of life.

NRONMATAL MNORTALITY RATE: The
nuober of deathe during the
first 28 days of life per 1,000
liva births.

NRONATE: A newborn infant leass
than a wonth old,

NENBORN SCREENING: The process
of tasting aaymptomatic nswborn
infants for dJdiseasss that
require medical treatment.

MORMAL BIRTAWEIGET: Birthweight
of 2,500 grams {%1bs. 8or.} or
above.
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PERINATAL: Pertaining to or
occurring in the period short-
ly bafore and after Ddirth,
variously defined as beginning
with the completionof the 20th
to 28th wiik of geatation and
ending 7 to 28 days after birth.

PAEMATURE INFANT: Infants born
usually after the 27th weak and
before full term: defined as an
infant weighing 1,000 t» 2,499
grams (2.2 to 5.5 1lbs.) at
birth, and having a poor to gond
chanca of survival, depending
on the weight.

PERIMATAL CARE: Nedical care
pertaining to the perinatal
period.

FRENATAL: Baisting or occuring
before dirth, with reference to
the fetus.

STILLAIATE: The delivery of »
dead child.

VERY Low BIRTENRIONY:
Birthweight of leas than 1,500
grams {3 lbs. S ox.).

FELL CRILD CARE: Praventive
health care for children,
ircludingimmunization, phtsical
examinations and other tests
that scrsen for illness or
c'evalopsental provieas, hesalth
education, and parsntal
quidance.
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Chairwoman SCHROEDER. Senator Bradley, we welcome you. We
will put the statement into the record. and the floor is yvours. We
thank you for your very hard work on the commission.

STATEMENT OF HON. BILL BRADLEY, A U.S. SENATOR IN
CONGRESS FROM THE STATE OF NEW JERSEY

Senator BrapLEY. Thank you very much, Madam Chairwoman, 1
appreciate the opportunity to testify, and I would ask if I could
submit my whole statement to the record.

Chairwoman ScHroEDER. Without objection.

Senator BrapLey. I'm very glad that you are dedicating this
hearing to what | think is a uniquely important matter, and that is
the health and well-being of infants. and children, and mothers.

I am a member of the National Commission to Prevent Infant
Mortality, and I was pleased, as I'm sure you were, to see Dr. Sulli-
van's announcement of a reduction in the nation's infant mortality
rate to 9.1 percent, on the front page of the newspaper, and the im-
provement, though it is small, is welcomed. I think that we still
know what the facts are, however.

The facts tell us that there are thousands of pregnant women,
who are not taking advantage of even the limited services avail-
able. Nearly 73,000 pregnant women in 1988, received no prenatal
care at all—73,000.

How many of those women gave birth to one of the 40,000 in-
fants that did not live through their first birthday? How many of
them gave birth to one of the 50,000 very low birthweight babies,
who are 40 times more likely to die and twice as likely to be blind,
deaf, or mentally retarded?

It is not that we are not spending money on these babies. This
nation may be spending as much as $2.5 billion to keep low birth-
weight babies alive, and I'm sure you, as well as 1 and every
member of this committee, has visited a hospital intensive care
room, where you've walked into a recom full of incubators and seen
a baby that is so small that you can put it in the palm of your
hand, simply to make the point about the vulnerability of low
birthweight babies.

And, so, it is not that we are not spending money, sometimes it is
$150,000 or more just to keep one baby alive, but the cost of prena-
tal care for all of these unborn children, the $150,000 that you
make up as you treat a baby in intensive care, could be as little as
$500 million.

To save these children before they are born, we need to get their
mothers to prenatal care and, if we can’t do that, we need to deliv-
er the prenatal care to them. We can’t expect the pregnant woman,
often very young- sometimes shockingly uninformed about her
own body—to take six bus trips from one office to another to apply
for Medicaid, to apply for WIC, to another office for housing, then
to one clinic for a pregnancy test, to another for prenatal care and,
later, a third clinic for immunizations.

The fact of the matter is, one-stop shopping is about bringing all
these services together, where they are available to pregnant
women most at-risk. It is a philosophy of infant health and nutri-
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tion that says, "Make sure the services we are paying for, get to
the people who need them™. That's the way you break dependency.

It's about getting bureaucracy out of the way. It's about structur-
ing services in terms of the people who need their help, rather
than by what budget category or government department they
happen to fall under.

The commission's report, which I have here and I'm sure that
each of you have a copy of, or you will by the end the day, shows
Federal, state, local, and nonprofit agencies how they can make
one-stop shopping a priority in all the work they do.

There are several things that Congress can do to advance and
perfect the concept of one-stop shopping. Under the Healthy Birth
Act, one-stop shopping demonstration programs were authorized,
but not funded.

By fully funding the Maternal and Child Health Block Grant

’__plggg;;xgs. we would trigger funding for the demonstrations, the
T

shopping demonstrations, and for home visiting programs.

And, Madam Chairwoman, I hope that we will be able to work
together in making that a top priority in this year's appropriations
because integrating services for mothers, infants, and children will
make these programs more efficient, and enable community-based
agencies to help all at-risk families in the most cost-efficient way.

So, I would urge that the committee read this report. It is very
clear about the impact of one-stop shopping on dependence, and
very clear about the impact of one-stop shopping on reducing levels
of infant mortality. I mean, you'll see in here that where there
have been programs like home visiting in states like North Caroli-
na and Virginia, the infant mortality rate among the group that
received the home visiting nurse was about 9 percent. among the
group that did not, it was about 15 percent.

So, it makes a real impact, but the real question is, will they get
adequate care whenever they go for the one-stop shopping? To
stretch the metaphor of one-stop shopping out a little further, will
there be products on the shelf? Will the prices be reasonable? Will
there be a way to pay for them?

The best delivery system—and I believe one-stop shopping is the
best—will not help if services that it delivers are inadequate. And
that really brings me to the second reason that I wan to testify
before the committee today.

This week, I'll be introd{zcing four bills that will help our nation
become number one in keeping babies alive, and number one in
feeding them and educating them after they are born. I hope the
committee will take an active role in these four bills that reflect
the most basic principles and values that we, as a society, must
bring to bear where our children are concerned.

Now, what are those principles? Well, the first we've al-.ady
talked about, one-stop shopping. Get the bureauciacy out of the
way. Deliver the services to the people who need the services, so
you can break dependency and make a difference in their lives.

Second, prevention. And, third, a stick that works. And, fourth,
give every American who is concerned and willing to help, a way to
get involved.

What about prevention? Well, in medicine, that has always
meant immunization. It has meant conquering smallpox, polio, all
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the other diseases that at one time took at least one child in nearly
every family.

A few years ago, we thought we had conquered measles, for ex-
ample. Then we began to see 18,000 cases of measles in this coun-
try in 1989, 25,000 cases of measles in 1990. We're beginning to see
outbreaks of mumps, diseases for which there are vaccines and, in-
ex'%licably. diseases whose incidence is rising.

his epidemic of preventable, sometimes deadly, diseases is not

so surprising when you realize that our immunization rate for kids

gnger the age of 2 is worse than Nicaragua, or El Salvador, or
uba.

To bring us up to the standards of the industrialized world, we
need medical prevention. So, I'm introducing the Childhood Immu-
nization Imgrovement Act and, in brief, the bill would do a couple
of things. The match rate would go to 90 percent Federal, so that
we wouldn't have to burden the states yet again.

It would increase the reimbursement rate under the EPSDT pro-
gram, and it would allow health agencies to buy vaccines from the
Centers for Disease Control at the bulk rate—in other words, lower
cost.

For better prevention, however, we should also have better vac-
cines, and recent developments in biotechnology hold out the i-
bility of the development of something that I call the “ChilJren's
Vaccine”. It is a single dose that would prevent a whole range of
deadly diseases, and I suggest that we invest about $30 million
more this year in research, and $60 million more by 1995, to bring
this dream a reality.

Basically, the goal is to have not only a vaccine that is goed for
measles and mumps and those that are already in existence, but
also to develop a vaccine for the diseases that are taking thousands
and thousands of kids’' lives in the Third World—rotavirus, strepto-
coccus-B—to develop a vaccine that can be administered orally
once in a child's life, that would permanently immunize the child
against a wide range of diseases. This can be done with the proper
investment in research. That's the bill that I'm speaking of.

The third bill I'm introducing this week would take one of the
commission’s best recommendations—that is, that we expand Med-
icaid eligibility for pregnant women, infants and children to 185
percent of the poverty line—and make it a reality.

We compromised before—we settled for 133 percent of poverty—
and it made a difference. We got the improvement that Dr. Sulli-
van reported last week. There's no better way to make sure that
kids get the medical attention they need. ilt’s cost-effective, it
works, and I don't think we should compromise on this anymore.
We simply have to say, 185 percent of poverty.

So, you take one-stop shopping—it gets bureaucracy out of the
way—you make a real investment in immunizations and in a chil-
dren’s vaccine, so that you can make the major investment in pre-
venting these diseases in the first place, that endanger children in
their early years and, finally, I'd like to set out a new way to fight
an old ﬁf t.

For a long time, since I've been in the Senate, we have all agreed
that there are a couple of programs, when it comes to children,
that work-—programs such as Head Start, the WIC program, Child
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and Maternal Health—but as long as I have been in the Senate,
those programs have never been fully funded. Head Start is funded
at only about 25 percent in my state; WIC program about 38 per-
cent funded; Child and Maternal Health, we're not even at the
level of the full authorized block grant.

I know thece are millions of Americans who feel as 1 do and
would like to have these programs that work get proper fu~ding. I
also think many senior citizens in particular, are already volun-
teering for the Head Start program and for the WIC program. In
my state, in number of counties, there are senior citizens coming in
and volunteering in the Head Start program and in the WIC pro-
gram. Many would like to do more.

These two facts—the great need for money and tough budgetary
circumstances, and the apparent interest on the part of many
senior citizens to become involved in the programs—has led to
what I call the Children’s Security Fund Act, which 1 hope will
also provide resources for these programs.

What do I mean? Well, take Federal retirees, Social Security re-
cipients, take what they receive annually; they get $300 billion in
pensions.

What I would like to do is to allow them voluntarily, if they
choose, to designate a portion of their pension check to one of those
three programs—Head Start, WIC, Child and Maternal Health
Block Grant. If one-half of 1 percent so dedicated, you'd increase

funding for these programs by about 30 percent.

"~ I know that I've talked a lot today, about—I guess it's all rela-
tive, not a whole lot—but I have talied about the One-Stop Shop-
ping report, and the major pieces of legislation that I've intro-
duced. and I wish there were some simple, single way to end infant
mortality and to keep our kids healthy and educated, but when you
meet some of the mothers at-risk, or you hold a low birthweight
baby in your hand, you realize soor how many different kinds of
family situations there are, and how many different threats there
are.

So, the key is flexibility but, clearly, a thread of an answer has
got to be found in the phrases “Get bureaucracy out from between
the recipient and the dollars,” “Invest in prevention,” “Go with
programs that you know work” and, in tough budgetary circum-
stances, try to find some innovative way such as allowing Social Se-
curity and military and Federal ﬁensioneers designate a portion of
their check to programs that work.

Madam Chairwoman, I thank you very much for the chance to
testify, and would be prepared to answer any questions that you
might have.

[Prepared statement of Senator Bill Bradley follows:]

PREPARED STATEMENT OF SENATOR BiLl Braprey, a US. SenaTor 1IN ConcrEss FroM
THE STATE OF NEW JERSEY

Madam Chairwoman. 1 am very glad that you are dedicating one of your first
hearings as chair of this uniquely important committee to a matter of our national
survival—the health and well-being of America's mothers, infants, and -hildren.

As a member of the National Commission to Prevent Infant Mortality, I was as
pleased as I'm sure you were to see Dr. Sullivan's announcement of a reduction in
the nation's infant mortality rate to 9 1% on the front page of the newspaper. The
improvement, though small, and even though there has not bren a comparable re-
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duction in low-birthweight babies or women who lack prenatal care, tells me that
the Commission is on the right track. To the extent that Congress has enacted its
recommendations, such as expanding Medicaid eligibility for pregnant women, they
have worked. It makes sense to keep going. And fact that it is front page news,
the fact that Americans no longer close their to the ic reality that cities like
Camden, New Jersey, have an infant mortality rate equal to Panama's, tells me
that we have the national will to implement all the Commission’s recommendations
and give all babies a chance at life.

We should all be grateful to the Commission for its very practical, clear-headed
approach to keeping babies alive. The Commission’s newest report, “One-Stop Shop-

ing: The Road to Healthy Mothers and Children,” continues that tradition. The
gest. most compassionate health and nutrition services won't reach the poorest preg-
nant women and the most vulnerable infants if they have to wade through a barrier
of bureaucracy and transportation problems to get to them.

The facts tell me that many thousands of pregnant women are not taking advan-
tage of even the limited services available. Nearly 73,000 pregnant women in 1988
received no prenatal care at all. Now many of those women gave birth to one of the
40,000 infants that did not live to their first birthdays? How many of them gave
birth to one of the 50,000 very low birthweight babies who are 40 times more likely
to die and twice as likely to be blind, deaf, or mentally retarded?

It's not that we're not spending money on these babies. This nation may be spend-
ing a8 much $2.5 billion to keep low birthweight babies alive. Jt's that we're spend-
ing the money at the wrong time. The coet of prenatal care for all these unborn
children could be as little as $500 million.

To save these children before they are born, we need to get their mothers to pre-
natal care. And if we can't do thit, we need to deliver the prenatal care to them.
We can’t expect a pregnant womay, often very young, sometimes shockingly unin-
formed about her own body, to take six bus trips from one office to another to apply
for Medicaid. to apply for WIC, ano.her office for housirg‘,J then to one clinic for a
pregnancy test, another for prenatal care, and later a third clinic for immuniza-
tiona.

Onestop shopping is about bringing all these services together where they are
available to the pregnant women moet at risk. It's a philosophy of infant healti):’ and
nutrition that says, make sure the gervices we're paﬂﬁng for to the people who
need them. It’s about getting bureaucracy out of way. It's about structuring
services in terms of the people who need their help, rather than by what budget
mtegommgovemment department they happen to fall under.

The ission’s report shows federal, state, local, and nonprofit agencies how
they can male one-stop shopping a priority in all the work they do. There are sever-
al things that Congress can do to advance and perfect this concept, though. Under
the Healthy Birth Act, one-stop shopping demonstration were Authorized,
but not funded. By fully funding the Maternal and Child Health Block Grant pro-
gram, we would trigger funding for the demonstrations and for home-visiting pro-
grams. I hope we can work together in making that s top prierity in this year's
gppropriations.

ntegrating services for mothers, infants and children will make these programs
more efficient and enable community-based agencies to help #ll at-risk families in
the moset cost-effective way. I believe it will mean that we can look forward to a day
when there are virtually no pregnant women who receive zero prenatal rare. But
will they get adequate care? To stretch out the onestop shopping metaphor a little
further, will there be products on the shelves? Will the price be reasonable? Will
there be a way to pay for them? The best delivery m-—and 1 believe one-stop
shopping is the best—will not help if the services it delivers are inadequate.

That brings me to the second reason I wanted to speak to this committee todar As
You know, we have only made small steps toward ensuring that every child in
America has a chance te grow up healthy and educated. For example, we now offer
Medicaid assistance to pregnant women with incomes below 138% of the poverty
line. That’s a big improvement over a few years ago, when a mother-to-be with an
income of barely onethird of the poverty ievel was ineligible for help in some
;tartt? Bui: we're still not preventing those deaths from hunger, disease, and low

irthweight.

This week I will be introducing four bills that will help our nation hecome
number one in kee%i:g babies alive, and number one in feeding them and educating
them after they're born. I hope this committee will take an active role in these four
positive steps that reflect the most basic principles and values that we as a society
must bring to bear where our children are concerned. What are those principles?
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First, prevention. Second, stick with what works. Third, give every American who's
concerned and willing to help a way to get involved.

mtion, in icine, has meant immunization. It meant conquering smallpox,
polio, and all the other diseases that at one time took at lesst one child from nearly
every family. A few years ago, we thought we had conquered measles. Then we
began to see 18,000 cases of measles in 1989, 25,000 in 1990. We're beginning to see
outbreaks of mumpe and pertussis.

This epidemic of preventable, sometimes deadly disenses, is not so surprising
when ﬁ:? realize that our immunization rate for kids under two is not much better
than Haiti's. It's worse than in Nicaragua or E! Salvador. To bring us up to the
standards of the industrialized world in medical prevention, I am introducing the
Childhood Immunization Improvement Act of 1991. In brief, this bill would change
the federal reimbursement formula for immunizations to the formula used for other
top priority programs; would increase the reimbursement rate under the EPSDT
program; would let health agencies buy vaccines from the Centers for Disease
Control at a bulk price.

For better prevention, we should have better vaccines, and recent developments
in biotechnology hold out the possibility of & *“Children’s Vaccine,” a single dose
that would prevent a whole range of deadly diseases. The economics of vaccines are
such that pharmaceutical companies have little incentive to develop this super-vac-
cine, so my Children’s Vaccine Initiative would provide $30 million this year, $60
million in 1995, to make this dream a reality.

The third bill I'm introducing this week would take one of the Commissicn’s best
recommendations—that we expand Medicaid eligibility for pregnant women, infants
and children to 185% of the poverty line—and finally make it a reality. We compro-
mised before—we settled for 133% of povert{. and it made a difference. We got the
improvement Dr. Sullivan reported last week. There is no better way to make sure
that kids get the medical attention they need. It's cost-effective. It works. I don't
;higl;.we should compromise on this anymore, because we're not saving any money

y doing so.

Finally, I'm setting out 8 new way to fight an old fight. For as long as I've been in
the Senate, we've all agreed that there are two p that really help kids grow
up healthy and educated—the Women, Infants and Children nutrition supplement,
and Head Start for early childhood education. But for as long as I've been in the
Senate, we've never fully funded those programs.

I know that there are millions of Americans who feel as I do, who would like
these programs that work for kids to be a top priority. Many senior citizens in par-
ticular are already volunteering in Head Start and in WIC programs. Many would
like to do more. The Children’s Security Fund Act would give some a way to do it.
Federal retirees and Social Security recipients who judged for themselves that they
could give back some of their benefits would be given the opportunity to help us
build a Children's Security Fund which in turn would be used to finance WIC and
Head Start. I don’t expect that an overwhelming number of recipients of the $300
biltion we spend annually on retirement would be able to contribute to increase the
mere 35 billion we spend on young children, but consider this: If just one-half of
one-percent of federal retirement funds were given back, we could increase the chil-
dren’s programs by about 30 percent. It's a way to let those who want to help chil-
dren get involved. ]

1 know I've talked about a lot today—e major report and four pieces of legislation.
I wish there were some single, simple way to end infant mortality and keep our kids
healthy and educated. But when you meet some of the mothers at risk, or hold an
underweight infant, you realize soon how many different kinds of family situations
there are, and how many different threats. Iif you've had a chance to read Sylvia
Ann Hew!lett's wonderful new book, “When the Bough Breaks: The Cost of Neglect-
ing Our Children,” you know about Cinde Guzman, a 33-year-old married graphic
designer whe hed to wait until six months into her pregnancy before she could
scrape together the thousand dollars that every doctor she saw wanted up frout for
a prenatal exam. Her baby was born weighing 2.6 pounds, and the state insurance
fund paid the $150,000 of care it needed. And you've met Dorothy Mason, a 17-year-
old who is trying to finish high school while taking care of her baby, earning just
enﬁugh for Pampers and baby powder, and trying to hold onto her dream of going to
college.

These mothers are trying to do the best they can for their kids in the face of a
sgstem that doesn’t provide much help, and doesn't make it easy to find the help
that's there. We know what we have to do: Get bureaucracy out of the way. Expand
the programs that work. Make prevention a priority. And let those who want to
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he'p participate. I hope you'll join me and the Infant Mortality Commission in this
crusade for healthy kids.

Chairwoman ScuHroeper. Thank you very much, Senator. We're
very honored that you came over. I know what we certainly find in
Denver, and I'm sure you find everywhere, the increasing number
of babies who are born in emergency wards, and that's the first
time anyone sees them. So, I renlly appreciate that and all your in-
novative ideas.

Normally, the Chair calls on people in order of how they came,
so we are very, very democratic—with a small “d"—committee.
But I do see that we have the very distinguished member of our
panel who was on the commission with you and, if everybody will
forgive me, let me ask Dr. Rowland if he has anything that he
would like to add first, because I know he was one of your panel
members, and we're very happy to have him here.

Mr. Rowranp. Thank you very much, Madam Chairman, and 1
apologize for being late.

Senator Bradley, I really do appreciate you being here today, and
I've been very pleased to have the opportunity to work with you as
a member of the National Commission to Prevent Infant Mortality.

I guess one of the most important messages which the commis-
sion has tried to convey is that we must insure that all women re-
ceive prenatal care. We ought to reduce our infant mortality rate,
and prenatal care means more than medical services. It includes a
range of services which respond to health, nutritional, social, and
other needs of the mothers. And I guess the best insurance for a
family is a healthy pregnancy and a mother who is prepared for
parenthood.

And a child who receives appropriate health care has a good
chance of growing up healthy, learning in school, and becoming a
productive member of society. Tragically, this does not happen for
many mothers and children today.

We all know the statistics about high infant mortality, low birth-
weight rates, women who receive little or no prenatal care, and I
certainly did experience that when [ was delivering babies, when I
was in family practice and, of course, the lack of immunization of
young children.

These figures are frustrating because we really know enough to
turn them around, and the commission has tried to promote a
nurx}11ber of effective strategies to do this. One-stop shopping is one
of them.

I have a longer statement, and T would just ask that I be allowed
to insert that in the record.

Let me say to you that I am so pleased that you have become the
chairperson of this select committee. I have certainly enjoyed being
a part of this over the years, and look forward to working with you
and other members, to promote the interest of children and fami-
lies.

Chairwoman ScHROEDER. Thank you. We appreciate all your
hard work.

[Prepared statement of Hon. J. Roy Rowland follows:]
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PrEPARED STATEMENT oF HoN. J. Roy RowiranD, A REPRESENTATIVE IN CONGRESS
Frou THE STATE OF GEORGIA

1 want to welcome my colleague, Senator Bradley, this morning. 1 have enjoyed
working with you on the National Commission to Prevent Infant Mortality and ap-
gergciate your leadership in the Senate on infant mortality issues. Thank you for

ing here today to present the Commission’s most recent report to the committee.

One of the most important messages which the Commission has tried to conve'y is
that we must ensure that all women receive prenatal care if we are to reduce intant
mortality. Prenatal care means more than medical services; it includes a range of
service which responds to health, nutritional, social, and other needs of the mother.
The best insurance for a family is a healthy pregnancy and a mother who is pre-
pared for parenthood. And a child who receives appropriate health care has a good
chance of growing up healthy, learning in school, and becoming a productive
member of society.

Tragically, this does not happen for many mothers and children. We all know sta-
tistics on high infant mortality, Jow birthweight rates, women who receive little or
no prenatal care, and the lack of immunizations of young children. These figures
are frustrating because we know enough to turn them arvund. The Commission has
tried to promote a number of effective strategies to help women understand the im-
portance of prenatal and pediatric care and gain access to services.

One-stop shopping is one of the key strategies the Commission sees as critical to
achieving the goal of universal access to care for mothers, infants, and children. We
have all heard stories from constituents about difficulties and confusion encoun-
tered in applying for public assistance programs. The Medicaid program can be very
frustrating and discouraging for recipients, doctors, clinics. and hospitals as well as
for the administrators of the program.

The goal! of onestop shopping is to end these frustrations by creating a “user-
friendly” health and social services delivery system. We now have many programs
serving the same population, but they do not work together or have the same re-
quirements, and tﬁglr implementation at the local level is inconsistent. This is a
multifaceted problem that we all can improve.

The Commission report discusses how this can be achieved through actions at all
levels of government and in communities themselves. I think this report is one that
everyone needs to act upon. Bill, I ook forward to hearing your statement, and once
again, thank you for joining us this morning.

Chairwoman SceHroEpER. Congressman Camp, do you have any
questions?

Mr. Camp. Thank you, Madam Chairwoman. I would just submit
my statement for the record. Thank you.

{Prepared statement of Hon. Dave Camp follows:]

PREPARED STATEMENT oF Hon. Dave Camp, A REPRESENTATIVE IN CONGRESS FROM
THE STaTE OF MICHIGAN

I want to thank the Chairwoman for holding this hearing. As a new member of
the Select Committee on Children, Youth and E‘ami]ies it is a pleasure to have this
opportunity to take fan in an examination of new strategies for improving the
health care of our children.

1 come from Michigan, a state that for all of its many resources continues to be
losing important parts of its future because of a high infant mortality rate. This
threat to our children and families does not respect boundary—urban and rural
areas slike are caught in its grip.

This hearing comes at a time when Congress has an opportunity to make a dra-
matic breakthrough in how we confront this assault on our future. For years, Con-

has taken important, meaningful steps to end the national disgrace of high
infant mortality. But we have also come to realize that our successes have been
marginal at best because we have followed a piecemeal approach that has further
splintered a badly fragmented system. This year's report of the National Commis-
sion to Prevent Infant Mortality underscores this problem and should signal the
need for real change. It does us no good to continually expand eligibility require-
ments or even increase funding for worthwhile programs when a bureaucratic maze
continues to overwhelm patients and health care providers alike.

Dr. Sullivan has done u great service by laying down a challenging and realistic
goal: a 50 percent reduction in infant mortality over five years in targeted commu-
nities where there is great need for improved health care for our children. To reach
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that goal, we must improve the access to care. make it easier for our young mothers
to ebtain comprehensive care, increase our providers and make it easier for provid-
ers lo participate. We must move to integrated services and coordinated care, the
"“ane-stop shopping” approach we have heard so much about, to make certain that
young mothers have immediate access to preventive services, prenatal and postpar-
tum care. In that regard, I must thank my colleague, Congressman Blilev. for the
great service he has done over the vears in bringing attention to this need.

Healthy Start, President Bush's initiative, also takes into account the need for
better coordination, as well as flexibility for states and communities to tailor serv-
ices to specific community need. and the abscolute need to make the application proc-
ess for Medicaid and other programs easier and faster,

1 am eager to hear the thoughts of our distinguished guests on these issues and
others. We have the will—both the American people and the Congress—to end our
infant mortality problem. It is my hope that this is the Congress that starts us on
the road to getting the job done. And I look forward to hearing from you—our
fuests today --as to how we can best tauke the first steps.

Chairwoman ScHroepeEr. Congressman Bilirakis, do you have
anything you want to add?

Mr. BiLirakis. Madam Chairman, 1 have a statement that | ask
unanimous consent might be inserted into the record.

Chairwoman ScHroEDpeR. Without objection.

{Prepared statement of Hon. Michael Bilirakis follows:]

OreNiNG STATEMENT 0F HoN, MicHAEL BiLIRAKIS, A REPRESENTATIVE IN CONGRESS
FroM tir State oF FLosipa

Madam Chairwoman, a8 a new member of the Select Committee on Children.
Youth and Families, | am pleased to join you and my other committee colleagues to
discuss the infant mortality issue, a matter in which I have a deep and personal
interest. ! also welcome members of the National Commission to Prevent Infant
Mortality and look forward to hearing their recommendations on one-stop shopping.

Since 1989, 1 have served as the co-chairman of the congressional sunbelt caucus
task force on infant mortality with my good friend. Roy Rowland. It has been a re-
warding experience.

The purpose of the task force is to provide information on infant mortality to Con-
gress, government agencies and public and private organizations. We have spon-
sored educational seminars for Congressmen and their staffs on upcoming health
legislation, held panel discussions on medical malpractice, and even had a breakfast
meeling with Health and Human Services Secretary Louis Sullivan to discuss infant
mortality rates in the Southern States.

Task force members continue to be active on this issue because we are deeply con-
cerned—the sunbelt region has the highest infant mortality rate of any arca of the
country. We want that statistic to change In my home state of Florida, the infant
mortality rate is disturbingly high—during 1957, 107 infants died before their first
birthday out of every 1000 babies born. In my congressional district, the news is
mare encouraging—there has been a noticeable reduction in infant mortality rates
for Pasco County since the mid-1980's.

The nutrition director of the Pasco County Health Department believes the coun-
ty's aggressive special Supplemental Food Progam for Women, Infants and Chil-
dren, better known as the WIC program, has greatly contributed to these reduc-
tions. Nutrition programs, which [ stronglv support. can make a significant differ.
ence in the lives of so many. I am proud to sav the Pasco County program, in my
vpinion, goes that extra mile and while providing nutritional services, the staff
takes a personal interest in every client.

Unfortunately, much more needs to be done to achieve our goal in completely
eliminating infant mortality. The United States has the best medical technology in
the world and, therefore, we have the ability to save many bves. If pregnant women
had the necessary prenatal care, more and more healthy babies would be born and
the need for expensive nevnatal care would be sharply reduced.

Pregnant women need to know thut prenatal and nutrition services are aveilable
to them. Many are intimidated by the nimerous forms they are required to fill out
or the many offices they must visit. | believe one-stop shaopping would be the answer
for those pregnant women who want to receive these services. There are those who
do not seek out these services—women addicted to drugs, who abuse alcohol or those
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who do not understand the importance of prenatal and postnatal care. How do we
solve this problem?

That is a difficult question to answer. i feel women need to understand the impor-
tance of these services, not only to them, but to the health of the baby. In the past
couple of weeks, I have read two editorials that suggest infant mortality is not a
result of malnutrition but is caused, instead, by behavior patterns. There is an ele-
ment of truth to that statement, but I continue to believe that programs like WIC
have been successful in combating malnutrition.

Our Government can put all the maney it can into programs designed specifically
for pregnant women but uniess women want these services, we will not be success-
ful. Once mgain, how do we solve this problem?” I believe the first step is education—
educating all persons, but ;:fecially our young people, about the dangers of smok-
ing, excessive alcohol use drug abuse. And it isn't the sole responsibility of the
school system—churches, families and local leaders need to become involved as well.

If we could encourage these women, through education, to utilize these programs,
not only will we have healthier babies but we will also have healthier mothers.
Then programs such as onestop shopping could make even a bigger difference in
our national infant mortality statistics.

Madam Chairwoman, I look forward to hearing from our witnesses this morning
about one-stop shopping and how it can contribute to lowering our infant mortality
rate.

The following statistics, from the children's defense fund:

Florida is one of the ten worst States in the Nation on—

Low birthweight for all races;

Babies born to women receiving early prenatal care, all races;

Low birthweight, black;

Babies born to women receiving early prenatal care, black;

Babies born to women receiving adequate prenatal care, all races;

Babies born to women receiving late or no prenatal care, all races;

Babies born to women receiving late or no prenatal care, black; and

Babies born to women receiving inadequate prenatal care, all races.

Mr. BiLirAKiS. And to also say that I am pleased to join you and
my other colleagues, particularly as far as this subject is con-
cerned.

I've worked for the last two or three years, as co-chairman with
Congressman Rowland, on the Task Force for Infant Mortality, and
I always say back home, this is a fantastic learning experience up
here. You spend a lot of time through the years, on civic affairs
back home, and you think you've seen all of the needs, but God
knows, it's only the tip of the iceberg. You come up here and you
really see those needs.

I would just merely compliment the Senator and say that he's
right on, and one-stop shopping is going to be a lot of help.

The problem, of course, is getting the people who need the care,
to go to where the care is available, and one-stop shopping should
be a lot of help there. I like to think we can progably complement
that—we, by using our influence and maybe getting some of these
volunteers involved, senior citizens and others, really getting them
involved tc even go into these areas, pick up these people and bring
them to wherever the care might be located. That certainly is
much of the answer, in addition to the things that you peinted out,
Senator. Thank you.

And thank you, Madam Chairman.

Chairwoman ScHROEDER. And let me apologize, 1 didn't realize
you were on the commission, too. I thank you for your hard work
in representing——

Mr. BiuraKIS. I'm not on the national commission as yet. I am
on the task force, but 1 am making a great effort with Minority
leader Bob Michel, to get appointed on the commission, be the Re-
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pub;iﬁan member replacing Tom Tauke. I have high hopes in that
regard.

Chairwoman ScHRUEDER. We wish you well.

Dr. RowLAND. He is certainly an appropriate person to be able to
work with.

Chairwoman ScHROEDER. Congressman Cramer?

Mr. CramER. Thank you, Madam Chairman. I appreciate the op-
portunity for this committee to address this issue and, Senator
Bradley, I appreciate your testimony here today. ’

I'm a new member of Congress, and my background has been
that of being a prosecutor and, as a prosecutor down in Alabama,
we faced many vulnerable families—mothers and parents who
weren't prepared to be mothers and parents—and the systems that
would try to deal with them were mainly bureaucratic. And, so,
this effort to provide this one-stop shopping was something that we
had to learn the hard way in the criminal justice system.

We reached out to those vulnerable families through innovative
programs that would allow us to go to them rather than making
them endure the bureaucracy there.

So, having said that, I have a question for you, somewhat funda-
mentally. Under this one-stop shopping plan, how are those neigh-
borhood services delivered to these vulnerable parents?

Senator BrapLey. There are varieties of ways to deliver one-stop
shopping. One of them is essentially to have a place where someone
can come to apply for a variety of programs. Another is through
the so-called “‘case management’ method, where you have someone
who manages the case of one person and who, when he or she finds
that they are eligible for and would benefit from a variety of pro-
grams, makes sure, 8s the case manager, that they get enrolied in
those programs. The case manager facilitates enrollment in appro-
priate programs for which a needy person is eligible.

The third way is if you simply were able to hook up the informa-
tion systems of the various bureaucracies where, once you were
qualified for one, all the other computers would know that you
were also qualified for all of the other programs, and it couid be a
kind of an automatic type of eligibility determination and enroll-
ment.

Those are three of the possible ways that are covered in the
report, as well as a couple of other innovative ways. Let e just
share with you my own personal experience of the importance of
the home visiting program, particularly in areas where there are
language problems of large, Hispanic populations.

The home visiting program has been exceedingly effective be-
cause that means that someone from the area knocks on the door
of an area resident who is pregnant for the first time, and says,
“Do you know you are eligible for" and, indeed, helps facilitate and
direct the recipient to the agencies, so that she can receive all of the
programs that she is eligible for and which will benefit her and her
unborn child.

Mr. CraMEeR. Thank you very much, Senator Bradley.

Thank you, Madam Chairman.

Chairwoman ScHROEDER. Thank ycu.

Congressman Machtley?
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Mr. MacHTLEY. Thank you very much, Madam Chairwoman, and
I have a statement which I would ask unanimous consent to
submit.

Chairwoman ScHROEDER. Without objection.

Mr. MacHTLEY. I commend you and, certainly, the National Com-
mission to Prevent Infant Mortality, on their study.

I find it almost unbelievable that a country as wealthy as ours
could have 40,000 infant mortality occasions each year, which prob-
ably could be prevented if we spent, as you have indicated, a very
insignificant amount of money.

e've watched on TV as the Kurdish children were shown, and
we have all been almost shocked at the newborn babies, yet in this
country there isn't apparently that same shocking attitude to the
deaths that are occurring every day.

And I wonder, how do w id your coinmission—I haven’t had a
chance to address this—how do we generate that sort of mental
mindset to make the American people aware of how much money
we are spending on remedial, academic, and health care needs, and
how much personal hurt to the children and their families this
lack of expenditure is costing us? How do we do that? Have you
thought of that and add that?

Senator BrapLey. Well, I think that one of the ways to in to
focus on it is the cost of failing to address the problem. I find that
when [ tell lpeople that there are 20 countries that have lower
infant mortality rates than the United States, that is shocking to
them. It is shocking to them that we immunize two-year-olds at a
rate that is worse than El Salvador or Nicaragua, but what they
don’t perceive is that it ultimately costs them in the long run.

For example, they pay $150,000 to keep a low birthweight baby
alive. If you facilitated the mother getting prenatal care, during
pregnancy you could achieve a healthy baby, which is the objective,
at a fraction of that cost. People begin to understand.

When you taik about the need for remedial help dealing with
sicknesses like measles and mumps and things for which there are
vaccines, and talk about the cost of that to the community, people
begin to understand.

And you can go all the way through the process to, ultimately,
the cost uf a éjail cell being $30,000 a year and a college education
being only $6,000. You can make the point time and time again
that if you don’t make the investment in human beings’ health and
education, you're going to pay for it as a society in terms of lower
economic productivity, anti-social behavior, and much more expen-
sive remedial efforts.

And, so, where you start, if you want investment in health and
an educated population, is at the beginning. Where is the begin-
nin%? Early in pregnancy. And you make an investment in a
healthy pregnancy, in a healthy birth, in early childhood nutrition
and early childhood education, so that by the time a child reaches
kindergarten, they have a foundation of health and nurtured edu-
cation.

And I think that if you simply lay out the relative costs here, it
makes an impact on people, because everybody knows what they
have done with their own children.
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{Prepared statement of Hon. Ronald Machtley follows:]

PREFARED STATEMENT OF HoN. RONALD K. MACHTLEY, A REPRESENTATIVE IN CONGRESS
From ™E StATE oF RHODE IsLAND

Thank you Madam Chairwoman and my friend Congressman Wolf. 1 am honored
to have this opportunity to address the Select Committee on Children, Youth, and
Families as we examine, and hopefully work toward developing, new strategies in
prenatal and infant care. I would also like to commend the National Commission to
Prevent Infant Mortality for their study and initiative on this important issue.

I am sure we can all agree, there i8 no greater investment that we can make
with our dollars than in the health and happiness of our children. While many of us
sit in accord on this point, answer me why nearly 10% of babies born in the United
States die every year? For a country which spends over 11%, up this past year to
over 12%, of its GNP on health care, it is a national disgrace to realize that almost
40,000 American babies will not reack their first birthday this year.

We in Congress have long agreed on the importance of many programs, such as
WIC and Maternal and Child Health Block Grants, in helping mothers and infants
stay healthy. However, despite a small decrease in the percentage of infant deaths
this past year, we have seen no significant decrease in the number of low birth-
weight ies, babies with fetal alcohol syndrome, and drug-addicted babies. The
hardest part to face is that each one of the infant syndromes I have named is 1007
preventable and that all the money we have pumped into Medicaid expansion and
other programs has not made a difference for the nearly 10,000 low birthweight
babies born each year.

I do believe there is a two-fold solution to stop these 100% preventable infant
deaths. First, we must educate young women about the dangers of smoking, drink-
ing, and drug abuse upen their unborn children. As many of us see in our own
school systems and family planning clinics, advisement about changing these behav-
ioral patterns is given to young mothers-to-be. 1 am pleased to see that many more
:;ichoo s are taking this initiative to teach young women how to have healthier chil-

ren.

However, the second part of the solution is most important. We must make the
prenatal care delivery system more accessible to mothers-to-be. We need to make
our fragmented prenatal care delivery system more “user friendly” for mothers,
many of whom are frightened, confused and inexperienced. This is where 1 applaud
the principle of “one stop shopping” and my coileague Congressman Bliley for his
legislative initiative for maternal and child health services based on this principle.
By putting family planning, prenatal and infant care, and nutritional services all
under one roof, young mothers wi'l be able to get prenatal check-ups, receive WIC
coupons, and have postpartum care more easily.

If mothers could receive regular health care examinations and nutritional advice,
we could ease the huge hospital costs surrounding neo-natal care and stop infant
deaths due to poor prenatal care. I believe that by making the system more simple
for mothers to use, especially adolescents, we could eliminate 25% of infant deaths
which occur each year because mothers did not have vital prenatal care.

While our commitment to preventing infant mortality is unwavering. [ believe we
can make all the money we put into the system work better for mothers and chil-
dren. First, by working to change the behavioral pattens of mothers by teaching
them that drug use, drinking, and smoking can severely harm their child Secondly,
by integrating the various prenatal care services mothers have available to them
through one stop shopping. By developing new patterns of behavior and prenatal
c?lj;'ddelivery. I believe thut we can make our investment work even harder for our
vinaren,

Again, I thank the committee for letting me speak on this vital issue

Mr. MacuTtLEY. Thank you very much.

Chairwoman ScHROEDER. Thank you very much.

Congressman Peterson?

Mr. Pererson. Thank you, Madam Chairman.

I also applaud you for allowing me to be on this committee. |
have a great interest in this, having worked with juvenile offenders
for a number of years, and went through this discovery, that a
number of my juvenile offenders—a large number, I might add—
were already parents, which was frightening in itself, but then
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when 1 started to look back into the family histories, that many of
them never worked toward any kind of prenatal care or what have
you, and ended up having some of these very expensive babies that
you're talking about, Senator, and I really am interested in this
project.

One of the things that I'm concerned with, though, is the bureau-
cratic obstacles that we're facing in executing what you're suggest-
ing. To deliver the one-stop system, it seems to me, we're going to
have to have some kind of centrai leadership to bring all of those
agencies together, to make it happen.

Are you, I should say, hopeful, or have you worked that out, or is
there some plan to give us some leadership to bring all of those
agencies together to the delivery of these systems?

Senator BrapLey. The commission’s report did not lay out and
answer because different people in different circumstances required
different answers. Now, it would help if the President of the
United States basically shook the bureaucracies, made an invest-
ment in computers, looked at the regulations that prevent the
sharing of information. That would help.

But my first approach is not to resort to the stick. I've done a
couple of editorial boards, along with a variety of other efforts, and
usually a reporter asks,'"Well, but how are you going to force those
big, bad bureaucracies to do what you want them to do? You need
a stick”. Maybe we do need a stick, but right now we want to say if
the “carrot” of information can't move people to do what they
should do, maybe we’ll use a stick, because the answer is to get
services to the ple who need them. If the people in need don't
get the range of services that are available to them, how are they
ever going te break dependency? Or how are they ever going to
assure that their kids have a healthy chance? The answer is, they
are not,

So, I'm prepared to use the stick, but we're kind of taking a more
moderate approach now, in hopes that we might get a presidential
endorsement of one-stop shopping, and investment in computers,
and sharing of information, and a variety of other things.

I might also mention, there was a point earlier made about all of
these poor kids—and I imagine most of the members of the sub-
committee have been to the hospital intensive care rooms and have
seen them—add to that the complication of drugs, where you get
cocaine-addicted babies that are addicted through the umbilical
cord of the mother. At a minimum, what we ought to consider is
Medicaid coverage for residential drug treatment for pregnant
women. At a minimum, we ought to do that.

Mr. PeTErsoN. Well, I commend you for the work you're doing,
and 1 would offer my assistance. Obviously, we're kind of in the
choir here, in this process, because we all recognize what the prob-
lems are, it's just a matter of execution, which is the thing that I'm
most concerned with. But 1 certainly commend you for the work
you've done with this commission, and those that helped you in
that process.

Senator BRapLey. Thank you.

Chairwoman ScHRrRokeper. Co man Wolf just told me that
Congressman Bliley has another appointment at 11:00. Is there
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anyone else who has some questions that they would like to ask
before we—Congressman Kilug?

Mr. Kruc. Again, I want to thank you for holding the hearings.
and I will submit a copy of my statement for the record.

Chairwoman ScHROEDER. Without objection.

[Prepared statement of Hon. Scott Kiug follows:}

PrerARED StaTEMENT OF Hon. Scott KLuG, A REPRESENTATIVE IN CONGRESS FROM
THE STatE 0r WISCONSIN

Mrs. Chairwoman, | want to thank you for holding this important hearing which
will examine ways in preventing infant mortality in this country. Infant mortality
is the tragic result of not necessarily an underfunding of programs, but rather a
lack of prenatal and preventative care that occurs for a variety of reasons.

In rural areas especially, we need an effective, integrated rural health care
system that features primary care providers that can provide comprehensive prena-
tal and pediatric care. This comprehensive care shoultf be backed by an effective re-
ferral system. Money should be shifted from large capital expenditures to programs
that can include more people in preventative care programs located in “under-
served’’ areas. For example, time and time again ruraf providers have told me that
expensive diagnostic and treatment equipment can be moved from health care
center to health care center thereby avoiding large capital outlays. This poaling of
resources will allow resources to be freed-up to help solve the devastating problem
of infant mortality at its source—lack of basic preventative and educational serv-
ICes.

Attracting physicians to areas tnat are in need. especially rural areas. is another
problem we face. The rate of infant and low birth weight is higher in rural areas
and rural women are less likely to receive early prenatal care than in urban areas.
Problems from low reimbumements from Medicare and Medicaid, to lack of col-
leagues in the same field make it difficult to attract doctors. Student loan defer-
ments and other incentives are needed to counter a dwindling number of physicians
helping underserved areas.

Integrated care combined with reductions in paperwork are keys in attracting
more physicians to shortage areas. and encouraging more patients to get care. Soar-
ing malpractice awards and average malpructice insurance premiums over $38 000
per year have driven doctors out of basic fields of medicine like gynecology and ob-
stetrics. That is an issue that also needs to be addressed.

I want to thank Congressman Bliley for leading the way these past several years
in fighting for common sense answers to this country's problem of infant mortality
and low birth weight. He has articulated what many experts have realized for
yeams-—you can't spend your way out of every pmblem, or bury it in a8 myriad of
new programs. Integration of services, a change in attitudes and a more efficient
care system aimed at prevention are basic changes that must be made. Thank vou
Mrs. Chairworaan.

Mr. Kruc. Senator, most of what we've heard today, and I think
the thrust of at least the anecdotal comments you've pointed out,
have been about problems in the urban areas. As we all know,
there is a real problem in attracting physicians to rural counties,
which is where the highest incidence of low birthweight tends to
occur, and where women are least likely to receive early prenatal
care.

New Jersey, obviously, like the State of Wisconsin, has rural
communities, although many people don't think of New Jersey in
quite the same context. How would one-stop shopping help in rural
communities?

Senator BRADLEY. A computer doesn't know geographic bound-
aries. If your computer is sharing information, it's sharing whoever
is the eligible person. And I think that there are also some areas
where home visiting can have innovative applications.

I mean, I've been in the delta of Mississippi, for example, which
is not exactly an urban area, where low birthweight is rampant.
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One-stop shopping has the same impact there because what you are
able to tell a person, “You're eligible for the following five pro-
grams and, if you talk to me, the case manager, 1 will make sure
you get enrolled and receive all of those programs’’; the same
impact, a different delivery system. It only illustrates the point
that there can’t be one type of delivery system. You have to have a
different type of delivery system, of one-stop shopping, for rural as
opposed to urban. My guess is that differences between rural com-
munities will probably require different strategies in the context of
one-stop shopping.

Mr. KrLuc. Thank you.

Chairwoman ScHROEDER. Congresswoman Collins?

Ms. Cornins. Thank you, Madam Chair, and I, too, am very
pleased to be on this committee.

Senator Bradley, I commend you and Congressman Rowland and
the commission, for the fine work that you've done.

These innovative pieces of legislation that you are going to intro-
duce, I think, will really hel%)l ou probably already know that my
district, the 13th District of Michigan, had the highest infant mor-
tality rate in the nation, and Washington, D.C., unfortunately, is
now in first place, we are in second place, and higher than many
Third World countries.

And ] will be very pleased to take back to my district the news of
the legislation that you are going to introduce.

I'm sort of like the news media telling you that you're going to
need the big stick. In the State of Michigan, we've had so many
layoffs of the social service workers, who are already drastically
overburdened, and I really don’t know how we are going to be able
to implement one-stop, without a lot of help from the Federal Gov-
ernment, in paying for the service workers, to implement the pro-
gram.

And there’s one other need that you spoke of. You spoke of the
drug-addicted babies who are born. I've seen those babies in the
hospital—very pitiful—but also the fact that some of the addicted
mothers abandon those babies and don’t come back to the hospi-
tals, and the hospital social service people have to search for the
mothers to get them to come back, and it almost makes me wonder
if we're going to go back to the children’s orphanages that we used
to have et the turn of the century, because I wonder what happens
to those babies now?

Did your commission look into that at all—those drug-addicted
babies who do live, but are abandoned?

Senator BRADLEY. No, we did not look into that specifically. 1
must say that I'm struck at the same time we hear stories of babies
being dropped at emergency rooms, we also hear of grandmothers
being dumped at emergency rooms, where families who are under
stress caring for an elderly relative, can't take it anymore and take
grandmother to the emergency room and just leave her. That is the
same kind of problem as babies, at the other end.

I think it's a profound social threat, and it relater to individual
responsibility, and it relates to governmental apparatus that
should be nurturing and less bureaucratic.

And if there is one theme here, it is get the bureaucracy stream-
lined and out from between the person who needs the aid and the
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money. We have to begin to face up to the fact that maybe we'd do
with fewer people but better computers. Maybe we have to do with
eliminating the old way of doing things in a bureaucracy, and get-
ting an investment in something like home visiting, to deal with
the specific problem. If you connect home visiting with a computer,
you've got a different kind of environment than if you have the old
bureaucracy with this paper passed to that person, and that paper
passed to that telephone number and that telephone number.

So, what we need is a fresh view of how the bureaucracy should
function, if we're serious about delivering services to people who
need those services, and who are now not getting them either be-
cause the bureaucracy made a mistake, or the bureaucracy fouled
up, or because we as public officials have been insensitive to the
need for more resources, and focus on the life of the recipient and
how to break that cycle of dependency.

Ms. CorLins. One last question, Madam Chair. Saying that your
legislation will pass, how long would it take to implement that one-
stop? Would it be demonstration projects, or would you just do it
across-the-board?

Senator BRapLEY. All four pieces?

Ms. CoLLiNs. I'm speaking of the one-stop.

Senator BrRapLEY. Oh, if the one-stop shopping strategy were ap-
plied to existing programs. I would think you would be able to defi-
nitely get results within two years.

We also have to begin to look at addressing this question of re-
sources. ] mean at present, there are inadequate resources. The
idea that maybe we can facilitate Social Security recipients desig-
nating a portion of their check for Head Start or WIC or Child and
Maternal health, addresses the question of resources. Maybe what
we're going to get is not much response. However I bet what we're
going to find is a pretty big response. Frankly, I would like to see
in every congressional district, an honor roll of those retired per-
sons who have contributed, so that they get some recognition as
well as some chance for involvement.

Ms. CorLrins. Thank you.

Thank you, Madam Chair.

Chairwoman ScHROEDER. Thank you. Does anyone else have any
questions?

Mr. WaLsH. Thank you, Madam Chairwoman, and if 1 could
submit some questions for the record, 1'll save some time.

PREPARED STATEMENT OF HON. JAMES T. Warsn A REPRESENTATIVE IN CONGRESS
FroM tHg STATE oF NEw York

Madam Chair, thank you for holding this hearing today. I think it is important to
say that the increasing rate of infant mortality is disturbing to us all. We all agree
that something must be done. The task before us is to determine the best route or
method and take action.

The need for a consolidated system to provide prenatal and basic care to young
women and their children is crucial. In my district of New York we are already ex-
ploring a model program of one-stop-shopping. Most of the funds are contributed by
state and local government. Studies show that while Onondaga County’s infant mor-
tality rate of 10.5 deaths per 1,000 births is above the national average, the city of
Syracuse rate is 15.2 deaths per 1,000 births. In addition to those figures, Syracuse's
minority rate of 27.4 deaths per 1,000 births is higher than that of such major met-
ropolitan centers as New York, Chicago and Detroit.
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I say all of this—to say—the time is now for federal dollars to assist state and
local government in providing accessible services to these young women. In closing I
want {o say that 1 support the Bliley bill and I hope that we can movethxsloezﬁn«
tion right along.

Chairwoman ScHROEDER. Thank you.

Thank you so much, Senator, we really appreciate it, and I think
just tr),r‘ingoto get uniform eligibility would be a phenomenal break-
through. So, we wish you all the best. We thank you for your inno-
vative ideas, and we appreciate your kicking off this hearing while
releasing the commission’s report. Thank you.

Senator Braprey. Well, thank you, and I think Dr. Rowland
should be complimented for his good work on the commission, it
was great to work with him. And I know of your strong interest in
the committees and, hopefully, some of these things that have been
recommended here will actually become law because of the efforts
of people on this subcommittee. That's my hope and expectation,
that's why I came here this morning. ou.

Chairwoman ScHROEDER. Thank you. Well, you certainly did a
good job. Thank you very, very much.

Our next witness this morning is no stranger to this committee,
in fact, he was the ranking member until this year. So, we're very
honored to have Congressman Tom Bliley—Jr., who is the very
distinguished Member from Virginia.

We will put your statement in the record, and the floor is yours.
I think you know everybody here very well, it's like family. As I
say, you just feel like you're on the wrong side of the table, but
welcome, we're happy to have you.

STATEMENT OF HON. THOMAS J. BLILEY, JR., A
REPRESENTATIVE IN CONGRESS FROM THE STATE OF VIRGINIA

Mr. Buiigy. Thank you, Madam Chairman and members of the
committee, it's a pleasure to return. It's a little unusual to be sit-
ting down here, but I thank you for granting me this opportunity
to testify this morning, and I, with your permission, will submit my
full statement for the record, and try to summarize very quickly.

I thoroughly enjoyed, Dr. Rowland, reading the report of the Na-
tional Commission to Prevent Infant Mortality last night, and I
hope that it will be a clear signal to Congress that it is time to stop
defending the status quo, and it’s time to end our commitment to
an organizational management and control strategy that wastes re-
sources, creates new barriers to services, and which is designed to
solve a specific problem rather than to serve a person. And we
heard from the Senator the stories of people for whom these pro-
grams are designed—poor people, many of whom have severe
transportation problems—geiting shunted around, and they get
frusi‘:‘r:ted or they just can’t get there, and they fall through the
cracks.

It was with that in mind that yesterday I introdnced H.R. 1968,
which is legislation to help address this problem, ana I will summa-
rize that briefly now.

It is based on the concept that prenatal care is the nucleus
around which all other maternal health services should be provid-
ed. As we have heard earlier today, nearly 40,000 babies born in
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our country this year, will not survive to see their first birthday.
Therefore, I hope that my proposed legislation, the Consolidated
Maternal and Health Services Act, will address this problem.

Up to 25 percent of these deaths are now due to low birthweight,
which should be 100-percent preventable with adequate prenatal
care and proper nutrition.

In reading the report last night, it was very dramatically
brought home to ine that it costs $15-40,000 for each low birth-
weight baby that is delivered at a hospital, for the care.

If, through this one-stop, we could shorten that by one day, ¥
would more than pay for any prenatal services the mother might
have received.

We've tried to address the problems. We've spent more money on
nutrition programs. We have expanded Medicaid eligibility. We are
funding new special initiatives before we ¢ven have time to evalu-
ate whether prior initiatives are working. Yet, the substantial in-
vestment in maternal and child health care has resulted in an out-
dated, fragmented system, which drives out the very women it is
supposed to serve.

A creative approach to harness the combined power of the §11.6
billion that the Federal Government spends to improve health care
of mothers and children would eliminate barriers to comprehensive
care. Women will have immediate access to all services, from pre-
ventive services under prior pregnancy to postpartum care, all of-
fered from a single provider.

The first step to making the programs kinder and gentler is by
making them easier to use. Delays in obtaining prenatal care will
be eliminated. Children will receive immunizations, health care ex-
aminations, preventive lab testing, and nutritional services, all in
one place. Prevention will take its rightful place to reduce long-
term disabilities.

In response to the shortcomings of the existing system, the legis-
lation provides that, one, the Federal Government would provide
more than $7 billion to support the block grant to be placed
through to the states, by combining the resources of ten existing
programs, including WIC, parts of Medicaid, the Maternal and
Child Health Block Grant, and the Title X program. States would
determine the eligibility. No state would receive less federal sup-
port than it received and spent in the prior fiscal year. However,
each state would be required to maintain its existing funding levels
to qualify for federal support.

Individuals would receive the full array »f medical and nutrition-
al services from a single provider. Participating providers must
agree to deliver all services in an integrating system. Administra-
tive savings would be passed on to the states. Qualified providers
would be determined by the states. They may include private phy-
sicians, state and local health departments, HMOs, not-for-profit
clinics, and hospitals.

And with that, I will close and urge each of you to read it and,
h}opefully, join me as a co-sponsor, and maybe we can get it moving
along.

If you have a question or two, I'll try to answer them.

[Opening statement of Hon. Thomas dJ. Bliley, Jr. follows:]
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OrenmNG STATEMENT OF HON. THOMAS J. BLILEY, JR., A REPRESENTATIVE IN
CoNGRESS FroM THE STATE OoF VIBRGINIA

It is a great pleasure to return to the Select Committee on Children, Youth, and
Families. Over the years, the Select Committee has played a apecial and influential
role in bringing vital issues to the forefront of public policy debates. It is an honor
to join you again today to examine new strategies for improving the lives and
health of our chiidren.

This year's report of the National Commission to Prevent Infant Mortality, |
hope, will be a clear signal to the Congress that it is time to stop defending the
status quo. It is time to end our commitment to an organizational management and
control strategy which wastes resources, creates new barriers to services, and which
is designed to solve a specific problem rather than serve t:femn.

The Commission's report provides excellent examples of how the service delivery
system, as prenenﬂy organized, makes client participation more difficult. I will not
use the Committee’s time to repeat those illustrations now. The Commission has
outlined the problem and the principal appreach to the solution. That is, we must
integrate the various services so that a client can receive all necessary health serv-
ices in a single setting.

That recommendation is the basis for the maternal and child health services act
which I will introduce this week. There will no doubt be a variety of "one stop shop-

ing” proposals. But prenatal care is the nucleus around which all other maternal
th services should be provided.

Two w Secretary Sullivan's message to the nation was that infant mor-
tality is a social problem as much as it is 8 medical problem. His good news that the
infant mortality rate may have dropped to 9.1 in 1990 is, however, tempered by a
number of caveats. First, this is provisional data. Important data which are neces-
sary for thorough evaluation are not available. It is unclear whether the number of
infant deaths have actually decreased or whether the increase in births has account-
ed for the reduction in the rate. Second, about half of the reduction may be due to
improvements in newborn therapy rather than reductions due to preventive health
care measures. Finally, we should not forget that approximately 10,000 deaths are
due to low birthweights which should be 100 percent preventable. There has been
virtually no progress in reducing the incidence of low birthweighta. There are still
more than one guarter of a million low birthweight births every year. In short,
there is still murj: work to be done.

With Secretary Sullivan’s news on infant mortality and the release of the Nation-
al Commission's report, today’s message is that the time for bold action is here. The

and the President have put more money inlo nutrition programs. We have
expanded Medicaid eligibility so quickly that state budgets cannot keep pace. We
are funding new special initiatives before we even have time to evaluate whether
prior initiatives work. But despite these improvements, there is still widespread dis-
appointment among health care professionals and policy makers alike, that the sub-
stantial investment in maternal and child health care has not resulted in health
outcomes that we should expect and demand.

The policy debate before us is not about our nativnal will to commit resources.
Nor does the debate diminish Secreta?r Sullivan’s message of personal r:ronsibil-
itix Rather, it is about a misplaced allegiance to an out<dated, fragmen system
which drives out the very people it is supposed to serve.

How do you initially get women into prenatal care?

By providing family planning services and prenatal care in the same facility. This
is a critical link especially for adolescence. For example, only 74 percent of preg-
nant teens begin their prenatal care in the first 3 months of pregnancy.

How do you ensure that a pregnant woman receives vital nutritional services?

By giving commodities or coupons to her each time as she attends her prenatal
care. We also need to provide more ﬂexibilitgoto local providers to enhance services
and create new incentives for women to use both prenatal care and nutritional serv-
ices. This is especially important to reach the immigrant population served. For ex-
ample, many Hispanic and Asian women in the Washington, DC area may not be
fully participating in WIC because rice i not an approved food.

How do you manage a high risk pregnancy?

By making a provider responsible for the entire continuum of care before, during,
and after a woman's pregnancy.

Each prenatal visit is money in the bank. When you consider that it costs be-
tween $14,000 and 330,000 for hospitalization of a low birthweight infant, if a low
weight birth stay in the neonatal ward is reduced by just a single day, the entire
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cost of prenatal care can be recouped. We do not need any more studies to tell us
that basic preventive services are coat effective.

With the release of the Commission report, there is no longer 2 need to debate
whether these services should be provided in a integated setting. But rather, we
should immediately examine how and when it is to be done.

The solution I offer, the Consolidated Maternal and Child Health Services Act, is
a creative approach to harness the combined power of more than $11.6 billion to
improve the health care of mothers and children. This proposal recognizes that the
incremental approach to health care management for pregnant women is a barrier.
not a gateway, to further reduction in infant mortality and other poor health out-
comes.

This concept will eliminate barriers to comprehensive care by giving a8 woman im-
mediate access to all services, from preventive services prior to pregnancy, to prena-
tal care including nutrition services during pregnancy, to postpartum care, all from
a single provider. Delays in obtaining prenatal care will be eliminated. Children will
receive immunizations, health care examinations, };revenu've laboratory testing, and
nutritional services all in one place. Prevention will take its rightful place to reduce
long-term disabilities. In response to the shortcomings of the existing system, my
legislation provides that:

federal government will provide more than $7.9 billion to support the block
g;nnt by combining the resources of 10 existing programs, including WIC, parts of
edicaid, the Maternal and Child Health Biock Grant, and the Title X program.

States would determine eligibility. Savings generated through administrative effi-
ciencies and reduction of long term health care expenses will enable states to

exgmd eligibility.

o state will receive less federal support than it received and spent in the prior
fiscal year. However, they would be required to maintain their existing funding
levels totaling more than $3.7 billion to qualify for federal support. The block grant
will be indexed for inflation, not to exceed 5 percent per year, to provide a stable
funding base while controlling the rate of growth.

Individuals will receive the full array of medical and nutritional services from a
single provider. Participating providers must agree to deliver all services in an inte-
grated setting.

States will be offered incentives to combine federal support with their state ma-
ternal and- child programs in order to achieve maximum administrative savings.
Federal administrative savings will be passed on to the states.

Qualified providers are determined by the states. They may include private physi-
gjarsxs, state and local health departments, HMOs, not-for-profit clinics, and hospi-

The current levels of funding from ten programs will be combined into a single
block grant and will be passed through to the states. In addition, this proposal will
enhance the states’ ability to coordinate another $100 million in funding generated
by local governments and program income. Further reductions in unnecessary admin-
istrative costs can be achieved by integrating preventive health care services with
cor‘;:&ehensive pregnancy care.

ile 1 know that many “one-stopshopping” advocates are anxious to combine as
many social services as possible with the mecﬁcal services, we must be careful not to
overload providers with responsibilities beyond their capability. We do not want to
create mega-agencies as the sole providers. Such an approach will ultimately re-
strict the number of available providers, and thus, restrict access to care. Flexibility
is imporiant to success. While 1 can foresee that a substance sbuse treatment facili-
ty could offer comprehensive maternal health services to the clients, not all meteral
health providers can integrate substance abuse treatment into their facilities, We
should encourage innovation without stifling the patient's range of choices beyond
the requirement that certain core services must be provided on site.

Let me point out how the Consolidated Maternal and Child Health Act can over-
m"i)el some of the other less visible barriers which are parts of the infant mortality
probiem.

Over the years, the experts have told us that one problem, especially in rural
communities, is that access to care is limited. My proposal addresses this problem
by allowing more providers to participate in maternal and child health programs.

bether you are a metropolitan hospital or a couple health clinic or a private phy-
sician, you can participate. A greater number of providers will translate into greater
access for clients. With greater physician participation, the entire workload will
spread more evenly throughout a community.

And [ believe that more private physicians will begin to serve low income clients.
Two major reasons private physicians give for not participating in Medicaid are too
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much paperwork and noncompliance among patients. M will substantially
reduce the administrative burden on the physician. Andy I believe that the integrat-
ed care concept will result in greater compliance among clients. Better compliance

will mean lower risk cy. Since the provider will become responsible for the
individual's health care m&ncyand after pregnancy also, the physician
will be aware of other medical tions which must be managed during pregnan-

¢y. At the same time, this closer relationship between the physician and the patient
will in itself be an incentive for a woman to seek appropriate care.

Although 1 have focused my remarks this morning on the maternal health side,
let me also say that these same concepts will be applied to the child’s preventive
health concerns.

There will no doubt be skepticism about the block grant approach. But there is an
increasing awareness of the success of state administration through block grants.
The experience of the 1080s has unquestionably helped to change attitudes toward
state administrative capabilities. As Alice Rivlin, former director of the Congres-
sional B Office, has written:

“Most of the public investment we need should be made by the states anyway.
The real problem is to give the states clearer responsibility and more resources.”

We need to stop treating states as “laboratories” and begin respecting them as
the sovereign units of government they are meant to be.

Unless we abandon the familiar, incremental apgroach which protects the status
ghuo.wewillmevitablyrepestthesamemstak' es of the past and we will not realize

e full potential of reform. To be more specific, simply expanding Medicaid eligibil-
ity will not solve the infant mortality problem. Extending eligibility into higher
income families will not help those who are at the greatest risk. To assist the most
vulnerable population, we must fundamentally change the fragmented system
which prevents so many families from obtaining the care they need.

Over the past twenty-five years, we have been committed to a management strate-
gy which has itself become a barrier to good health care. There are no great myster-
ies of medical technology waiting to be unlocked before we can solve the national
tragedy of infant mortality.

A consolidated delivery system offers great potential for breaking the welfare
cycle, holding the line on skyrocketing health care costs, and for returning to the
traditional federalist roles in which the Federal government provides the capital for
states to manage as full-fledged partners. The first step to making government pro-
grams “kinder and gentler” is by making them easier to use.

I urge my colleagues to consider the new hope that the Consolidated Maternal
and Child Health Services Act offers.

Chairwoman ScHroEDER. Thank you. I really appreciate your
being heve, and it sounds like we're kind of on the same wave-
lensin, so that’s a positive part.

iet me ask you one thing that troubles me about you bill, and
that is about Title X. I understand why people get nervous about
family planning for people who have not become pregnant but,
after they have become pregnant, I would be very worried that by
cancelling Title X, many states may not offer the family planning
services to the woman. {would think that it would be very impor-
tant to make sure that the woman has the right to those services
after she has had a child, because part of making sure we don't
have low birthweight babies and other r health outcomes, be-
comes the timing of babies and so forth and so on. That really
d}ixd concern me, to see that flexibility on Title X that was put in
there.

Mr. BuirLey. Well, the only thing that 1 wanted to see that the
bill didn't get caught up as viole.tion of the Hyde language, which
is the current law, so I didn’t want to get afoul of that. Aside from
that, I have no problem whatever.

Chairwoman ScHROEDER. So, you could take Title X with the
Hyde language?

Mr. BLILEY. Sure.
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Chairwoman ScHROEDER. | mean, we're talking about family
planning, we’re not talking about——

Mr. BLiLEY. Yes.

Chairwoman ScHROEDER. So, there would be no problem if we
made sure that Title X held in there for family planning services.

Mr. BLiLey. Right, as long as the Hyde amendment is respected.

Chairwoman ScHROEDER. And the other thing is we're having so
much trouble getting private health care providers to serve Medic-
aid-eligible people in the population. Do you think your proposal
would help in tgat, or hurt?

“'v. BLLey. I don’t think it could hurt. I think what we really
need to do, and it would be very difficult to do, is we need to figure
some way to reduce the insurance cost or the liability risk for
treating them.

One of the reasons that has been explained to me by practition-
ers in my own state is that because these people don’t get the ade-
quate prenatal care and whatnot, they are reluctant to treat them
because then something may happen and they get sued, and that’s
a tragedy, but having served on the Commerce Committee and
having gone through trying to reform product liability where we
argued over every semicolon, comma, hyphen, as Roy will tell you,
for a month, and I don’t think we moved at all, although the other
side thinks we went off the cliff. It will be very difficult.

Chairwoman ScHROEDER. I know it’s hard, although it seems like
Medicaid patients usually are the least likely to sue. The other
thing that I'm concerned about—you say states will control the eli-
gibility of the people, so they can set whatever standards, right?

Mr. BLiLey. The states control eligibility for Medicaid now.

Chairwoman ScHROEDER. Now, if the states lock in the prior
amount of money, like you say, which I think is a good idea, so
they don’t cut back on that and pick up the block grant, but what
if they lock that in, could they then raise the eligibility afterwards,
to make the money?

Mr. BriLey. I would think that we would have to make sure that
that didn’t happen.

Chairwoman ScHROEDER. So they didn’t play games with them?

Mr. BuiLEy. That's right. I mean, our goal is to get the services to
the people.

Chairwoman ScHROEDER. Absolutely.

Mr. BLiLEY. And whatever it takes to do that, that's what we're
going to have to—within the Constitution and the law—but I
mean, that's basically what we need to do. And I think this legisla-
tion is a good start.

Obviously, like any piece of legislation, it is far from perfect, but
with the help of everybody on this committee and other members
in the House and the committees of jurisdiction, maybe we can get
it through.

Chairwoman ScHrOxDER. Well, we're all on the same track, 1
think. It's just working out all the details and, hopefully, we can
finally do it.

You have to be out of here by 11:00, is that right?

Mr. BLiLey. Well, everything runs late around here, so if I'm late
to the next one—but 1 appreciate my colleague, and 1 appreciate
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your indulgence for bringing me on quickly, but I'll be happy to
yield to a question.

Chairwoman ScHROEDER. We get . thrilled by the interest—I
mean, the interest level here has been wonderful, and that's very
good. So, that's one of the things that kind of ties us down.

Con%essman Bilirakis, do you have any questions?

Mr. BiLiraxkis. Thank you, Madam Chairman.

Tom, you were in the audience when Senator Bradley testified
and, in talking about a stick that works, he gave me the impres-
sion, that we ought to first try an easier approach. Hopefully, the
Administration could be convinced to get involved and to basically
force the bureaucracies to work.

I tend to favor your approach. That is time that could be wasted
just basically trying to use the more diplomacy type of route will
result in a lot of deaths, a Jot of infant mortality, a lot of problems,
a lot of money being spent and needless waste, in terms of infant
deaths. 1 would tend to agree that a stick is needed basically now
and the legislation will have to be worked and reworked in certain
areas.

Do you feel that your legislation is the stick that is needed to put
this into effect and make it work, starting early?

Mr. BuiLey. Well, I hope. I think I would like, all things being
equal, to see it happen the way that the Senator testified, but I
don't see it happening that way, particularly when you have tight-
ened financial situations, particularly for the states, also for the
Federal Government. Agencies of and in themselves are concerned
about their budget, their people, and they get caught up in that.

We need to, as a Congress, to say, “Wait a minute, we're not in-
terested in agencies, we re interested in people,” and in order to do
the people—we're not getting them now with all of this alphabet
soup that we have in providing services—we want to do it this way
so that we see how it works, and then try it. Maybe I'm wrong,
maybe it won't work, but I think what's definitely there now in the
record is clear, that what we have is not working. So, let’s give this
a chance.

Mr. BiLirak:s. Well, it will work, and I commend you.

And Madam Chairman, I hope that this committee can really
earmark—certainly one of the major earmarks of this committee
might be to work on this legisiation and see if we can get it for-
ward. Thank you.

Chairwoman SCHROEDER. Thank you.

Congressman Cramer.

Mr. CraMEeR. | have no questicns, thank you.

Chairwoman ScHroEDER. Congressman Peterson?

Mr. Peterson. I'll defer.

Chairwoman ScHROEDER. All right. Okay, Congressman Klug is
gone.

Congressman Wolf.

Mr. Wour. 1 have a question, Madam Chairman.

Tom, I want to congratulate on your work on this committee and
also on this bill, and I'd like to just read it through, but I think I'll
£0 on as a co-Sponsor.

One question I wanted to ask you, and 1 want to send to Senator
Bradley, is, how do you deal with the delicate and difficult problem
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of individuals who are using drugs, to get them into the system to
participate?

Mr. BuLey. Well, I think that, obviously, you want to get them
the help and all you can, but I don't think that we ought to man-
date that in this legislation. We ought to leave the flexibility to the
states. In some areas, they may decide that they need to do that. In
other areas, they may decide that we need to treat drug rehabilita-
tion separately.

I don't think that we can have a one—and that’s part of the
problem now. I think we cannot have a one-answer system for the
entire nation. That's why we need to give it to the states with flexi-
bility, and that’s why we need the one-stop shopping for these pro-
grams. And if a state wants to include drugs in it, fine. If they
decide not to, I don’t think we ought to stop all the rest of it just
on that one issue.

Mr. WoLr. Well, I agree, 1 guess. I just looked at the fact sheet
the staff put together. It seys that cities with high infant mortality
rates are also cities very high in internal use of drugs during preg-
nancy, and I'm not going to single out any particular region of the
country to——

Mr. Buiey. Well, you can single my city out right now. 1 mean,
we've got a severe problem. In fact, I was in the neonatal intensive
care unit and actr.ally talked to an expectant mother who was a
drug addict, admitted, and had been off for about six weeks. And it
really is sad—I mean, she quite frankly said that “when I was on
it, nothing else mattered. That was the only thing that mattered to
me was drugs—not my kids—nothing. Not my baby I'm carrying,
or anything else.” It's really scary.

Mr. Wovrr. That's why—I saw that article in the paper yesterday,
who watched her children—I think one was age six—involved in
prostitution, and somehow—and 1 don’t know the answer, and
that’s why I wanted to ask you and Senator Bradley, how do you
factor in the drug abuse problem? I sense that that’s got to be com-
bined with this because then I think you get more people to partici-
pate in the onestop effort. Anyway, I appreciate your testimony.
Thanks very much.

Chairwoman ScHROEDER. Congressman Rowland.

Mr. RowrLanp. Thank you, Madam Chairman. And I want to
thank my good friend, Congressman Bliley, who I have had the op-
portunity to work with over the years, for his interest in this prob-
lem. It is very difficult to stimulate interest in the general public
about the problem, because people usually don't react to something
unless they are personally and immediately affected by it, and
most people in the country are not personally affected by low birth-
weight and the infant mortality rate that we have. I think that the
additional attention that you focus on this, or the attention that'’s
been focused by this committee and the National Commission to
Prevent Infant Mortality, which is now in existence for four years,
all of these things together are bringing more attention to this
problem, and 1 feel better about that at this point.

We only recently learned that our infant mortality rate is down
to 9.2, which is very satisfying, but other nations reduced theirs,
too, so we are still around 20, or 21, or 22 in infant mortality.
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It is higher in certain population groups, those people in the
lower socioeconomic level, particularly blacks in certain areas
where it's 18, and I would say that education is an important thing
in dealing with this. We've got to get ple to understand the
problem relative to drugs, getting goo&,egrenatal care, sexually
transmitted disease—voure right, it's all tied together. And we
have to really work to get people to understand how important it
is.
I really appreciate what you're doing. Thank you very much.
Chairwoman ScHrOEDER. Thank you very much.

Congressman Walsh.

Mr. Waisu. Thank ivou, Madam Chairwoman, and thank you for
holding this hearing. It’s very important to people in my district in
central New York.

We had a hearing, a field hearing. last year. We had a very, very
high, almost unexplainably high, problem of infant mortality and
low birthweight babies, and it's something we're working very hard
on. And we have begun a program of one-stop shopping, done with
local and state resources and some federal resources.

Tom, I would like to congratulate you for your pioneer work in
this effort. I know you've been involved in it for quite a long time,
and | admire what you've accomplished, and look forward to join-
ing you on your bill.

One of the things that we've learned up hi me is—and you men-
tioned it—that we really have a lack of obstetricians. There's a
problem with tort reform all over the country. New York State has
wrestled with it, and it seems that doctors in that field have a lot
more problems with suits than some of the others, the surgeons
and so forth.

And I don't know if there's anything that your legislation does to
affect that, if there is, maybe you could tell me, but that affects
another problem, and that is early access to prenatal care, and the
lack of people involved in that part of the medical field.

And we ﬁave a very good physical plant and professional staff in
central New York. It's a2 hospital center. But one of the problems,
obviously, with this—one of the issues with this problem is access
to prenatal care. Trausportation becomes an issue, just somehow
making transportation available to people who need to get in for
prenatal care, early access to the system.

Is there anything in the bill that deals with transportation for
individuals?

Mr. BrLiLEy. No. That would be left up to the states and the local-
ities, to work those out. They would get the block grant, and then
they would have the resources to use as the  feel best suited for
the particular area they are located in.

Mr. WaLsH. Let me ask you this. Quite a long t:me ago, I was
involved in social services myself. I had a caselond of about 90
mothers with—in those days, it was ADC, today it is AFDC—it's
very difficult to be pro-active as a caseworker dealing with that
many families, but is there a way to improve the system that we
have, the structure that we have now, using those caseworkers to
help direct mothers who may have already had bad experiences?

Mr. BriLey. Well, I think that the mere fact that you have the
caseworkers, you have the clinics, the one-stop locations, and the
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health workers will presumably be notified as to the services avail-
able and, as they are dealing with their clients, that they can say,
“You ought to go to this place because that's one place where you
get your immunizations for your children, you get your WIC, you
lget {ioul;' food stamps, you get your health care, everything in one
ocation''.

Mr. WauisH. 1 got the feeling in Senator Bradley's testimony that
one-stop shopping then, a computer terminal or a place to go to get
one-stop information, not one-stop services, and the concept that
we're using in central New York is where you go for all those serv-
ices, not to go for the information.

Mr. BLiiey. No, this would be for the services, not for the infor-
mation. You get the services right there in one glace, that's the
whole purpose of it because what we have now is fragmented. The
services are there in the community, but they are spread out all
over, and the people get frustrated, or for lack of transportation or
for other reasons, lack of time, they are unable to partake, for one
reason or another.

Mr. WalsH. Just one last point, and that is, in New York State,
we're going to have about a $6 billion budget deficit this year. And
one of the things that has occurred in the recent past, in the iast
ten years or so, is an increase in this case management concept,
which is akin to social worker work, but it's a duplication, I think,
in many cases, of it. And as we become more and more reliant on
case management and as state resources diminish, we want to
make sure we don’t create a system that's reliant on more case
management. | think whatever we do should be more involved with
getting the services directly to the people at a one-stop supermar-

et of services. Thank you.

Chairwoman ScHrROEDER. Thank you very much.

I think what Senator Bradley was saying, if I remember right.
he’d like to have the services in one place, but I think the comput-
er was in answer to the rural areas. ] mean, he was saying in re-
sponse to how it worked—

Mr. BuLey. He was saying—I1 think so—that the infoi1*ation
would be available. The computer doesn’t respect boundary lines.

Chairwoman ScHrROEDER. Absolutely, and 1 think he meant it
might not be totally feasible in some rural areas.

Congressman Skafgs, no questions?

Co man Miller, it's interesting to see you at this end of the
table. Welcome.

Mr. MiLLER. Thank you.

Chairwoman ScHROEDER. It's a very strange morning, with Bliley
on the wrong side, you at the wrong end.

Mr. MiLLEr. Well, things move on.

Mr. BLiLey. That’s right.

Mr MiLLeEr. Thank you. Toin, let me commend you for this effort
because I think you raise some very fundamental questions about
the delivery of these services to children and families.

I was just going through this in our local area and realized how
many people we had asking the same people their name, their ad-
dress, their phone number, their Social Security number, and the
number of children in their families, each and every time they
moved for a different program, so I hope that we would not lose
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sight of this. The one-stop shopping delivery of services should be
made convenient and accessible, but also the number of times we
force people to jump the same hurdle should be minimized along
with the cost of doing that.

But let me ask you on the block grant, if you could explain what
happens to the entitlement nature of Medicaid under the block
grant in terms of services and people’s entitlement to some of those
services.

Mr. BuiLey. In order to participate, the state would have to agree
to provide the services that they are currently providing that are
required under the terms of the existing law. And the only thing
this would do is would be say, “State, if you participate and we
hope you will, you get to participate in the block grant, but you
must put them all in one location, under one roof”, so that——

Mr. MiLLER. But in terms of people’s entitlement—that is the
word here, to those services, they would still be——

Mr. BLiLey. They would be entitled.

Mr. MiLLeR [continuing]. We would be transferring that entitle-
ment to the state level. They could administer it, hopefully——

Mr. BuiLey. On the Medicaid, it's my understanding the states
administer it anyway and, of course, participate. But, no, we
wouldn’t affect their entitlement to the service. By all means, the
whole purpose of the thing is to see they get the service.

Chairwoman ScHROEDER. And it wouldn’t change under Gramm-
Rgdman——changing it to a block grant wouldn’t change it, would
it?

Mr. BuiLgy. I don't see how it would. It might affect the dollar
levels, but I don't see it affecting the services.

Mr. MiLLER. Currently, a couple are exemFt.

Mr. BuLEY. Some of these programs already in the so-called
safety net are exempted from Gramm-Rudman.

Chairwoman ScHROEDER. And by moving them into the block
grant, are you removing them from the exemption, 1 guess is my
question,

Mr. BLiLEy. It's pot my understanding, and I——

Chairwoman ScHROEDER. You would fight that, obviously.

Mr. BuLey. I appreciate you raising that point, and we would
certainly want to make sure that we didn't jeopardize that.

Chairwoman ScHROEDER. Absolutely.

Well, I thank you very much for your patience with the commit-
tee. See, we're just so interested in what you have to say, we could
k.ep you here all day.

Mr. Buiey. I would say that under yours and Frank's
reigndve%u are much better at keeping the members, unfortunately,
than rge and I were, Madam Chairman. Thank you very much.

Chairwoman Scuroepek. We thank you, again, for your help and
your participation. Now, we have a very distinguished panel that I'd
like to introduce to the committee. First, we have Dr. Robert
Harmon, who is the Administrator of Health Resources and Services
Administration for Health and Human Services, from Rockville,
Maryland.

We have Maria Gomez, the Executive Director of Mary's Center
for Maternal and Child Care in Washington, D.C.; Judith Jones,
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who is the Associate Clinical Professor and Director. National
Center for Children in Poverty, Columbia University School of
Public Health, in New York, and we have Kay Johnson, who is the
Senior Health Policy Advisor, March of Dimes Birth Defects Foun-
dation, in Washington, D.C.

We certainly appreciate all of you attending this morning. It's
very, very helpful to have you here to give us some guidance, and 1
think we will put all of your statements in the record. Maybe, since
yvou've listened to the two witnesses, you may want to respond to
that. If we could have each of you summarize your statements. Let
us start with you, Dr. Harmon, and we welcome you, and we’'ll be
interested to hear all the new things that are going on in your
area. Welcome.

STATEMENT OF ROBERT HARMON, M.D., M.P.H., ADMINISTRATOR,
HEALTH RESOURCES AND SERVICES ADMINISTRATION, US.
DEPARTMENT OF HEALTH AND HUMAN SERVICES, ROCKVILLE,
MD

Dr. HArMoN. Thank you, Madam Chairwoman. I used to be one
of your constituents, Madam Chairwoman, back in the early '70s,
when | was a resident at the University of Colorado Medical
Center.

Chairwoman ScHROEDER. Well, we're glad to have vou here.
Come back to Colorado anytime. David and 1 welcome you.

Dr. HarMonN. I do every chance [ can.

Chairwoman SCHROEDER. Good.

Dr. HarMON. I am the Administrator of HRSA, which is in the
U.S. Public Health Service. Your topic today, Generating Innova-
tive Strategies for Healthy Infants and Children, could not be more
important or timely from the point of view of our Department.

Secretary Sullivan is totally committed to achieving real
progress in this area. Only last week he announced a major organi-
zational change in our Department, designed to place greater em-
phasis and focus on the needs of America’s children and families.

This reorganization created a single new operating division
called the Administration for Children and Families, which in-
cludes the major components of the Department whose programs
are aimed at improving the health and well being of children.

I would like to focus most of my remarks this morning on an-
other Administration initiative called Healthy Start. As Dr. Sulli-
van has stated many times, it is unthinkable that the US. a
nation of enormous wealth and resources, should continue to be
worse than 20th among the world's developed nations in infant
mortality. So, the Healthy Start initiative is directed at precisely
this difficult problem.

It is a demonstration project with a goal to reduce the rate of
infant mortality by 50 percent in ten selected urban and rural com-
munities over a five-year period. To give you a better idea of exact-
ly how we envision this initiative succeeding, let me address some
key ingredients.

First, is innovation. Qur current practices have failed to ade-
quately reduce infant mortality, although it is coming down gradu-
ally. Therefore, it is essential that we find new and creative ap-
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pmfches to bringing high-risk women and their infants into care
early.

The communities targeted by Healthy Start will be encouraged to
consider innovative approaches that can produce substantial im-
provement. They may wish, for example, to offer prenatal smoking
cessation programs for the first time, or launch a major public in-
formation campaign.

Next, is community commitment and involvement. Each selected
community will be required to demonstrate a true commitment to
the 50-percent reduction goal. Clear goals and objectives must be
set, and resources will be expected to be contributed by local and
state governments, by the private sector, and by schools and other
community organizations. Successful applicants may have already
lined up, for example, school curriculum time or church volunteers.
And, incidentally, a community consortium will be required for the
grantees.

The third ingredient is increased access to care. As you will be
hearing today, and have already heard from other witnesses, one of
the piost important factors in preventing low birthweight and
infant mortality related to it, is early and continuous care for preg-
nant women and their infants. Improving access will be an integra)
part of the project. For example, grantees may seek to open new
clinics which offer one-stop shopping under one roof.

The next item is service integration. Medical care-health care
alone is not sufficient to achieve the dramatic pm?ess that we
need. There must be carzful coordination among all providers of
services—health, social, and other. Thus, Healthy Start will require
a comprehensive package of services responsive to the community’s
specific needs. Again, such aspects as one-stop shopping, outreach,
home visiting, child care, case management, family planning,
public education, and a variety of other services can be covered.

The fifth ingredient is personal responsibility. This is perhaps
the most important among the essential ingredients in Health
Start. Individuals and families must ultimately accept responsibil-
ity for producing and sustaining a healthy baby. Our program will
aid them in doing so through public education and other prograns
directed towards behavioral causes of infant mortality, such as use
and abuse of alcohol and drugs, smoking, poor nutrition, and sexu-
ally transmitted diseases.

Madam Chairwoman, we are appreciative of the congressional
support for Health Start so far in Fiscal Year 1991. The supple-
mental appropriation for this year contains $25 million for the first
start-up round of Healthy Start grants. In FY92, we are requesting
$171 million, or about a sevenfold increase to expand and continue
Healthy Start. On April 17th, we published in the Federal Register
the Notice of Availability of Funds, alerting interested applicants
they have until July 15 of this year, to submit applications for
Healthy Start funding. We expect, by the way, at least 50 applica-
tions.

We also published on that date a notice of public technical assist-
ance meetings we intend to conduct in the near future, in four U.S.
gi:ies. Grants, by the way, will be awarded by August or Septem-
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So, in conclusion, Madam Chairwoman, we in HHS are deter-
mined to see a significant improvement in what has seemed to be
an almost intractable problem. By concentrating substantial fund-
ing, services integration, and innovation in these ten communities,
we believe we can achieve a breakthrough in this vitally important
area of endeavor.

Thank you for the opportunity to testify, I'll be pleased to ad-
dress any questions or comments.

Chairwoman ScHROEDER. Thank you.

[Prepared statement of Robert G. Harmon, M.D. follows:]
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PrEpasED STATEMENT oF Rosext G. Harnon, M.D., AmunistraTor, Hearts Re-
BOURCES AND Snvncsaammmmu DxraRTMENT OF HrAL™ AND HUMAN

Madam Chsirwoman and Nembers of the Committee:

I amp Dr. Robert Harmon. Administrator of the Health Resources and
Services Administration (HRSA), an agency of the U.S. Public
Heulth Seisvsce (PHSI. ] am vleased to nppear before jou todal.
as You consider the important subiject of innovative strategies

for improving the health of 1nfants and children.

Int roduct jon

Your toyir taday cos bl nat he more irpoprtant or more timely from
the poant of vaew of el e artment., Secretary Louts Saullivan 1s
totallsy ceammitted to avtoreying real progress 1n this aren.  He
tecent iy described the ultimate gonl of his effcorts to be, "a
nati1on where babies will Le more lihelv te be bLurn healthy, where
children will be nurtured, where adolescents will be guided and
cared for, and where our young people will be prepared for

adulthood by giving them love, discipline, challenge and

respons:oility.”

The New Administration for_Chaldren and_ Families
This is not mere rhetoric. Madam Chairvoman. Only last weeh. Dr.
Sullivan announced a major organizationnl change in cur

Lepanrtment designed to place greater emphasis and greater {acus
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on the needs of America's children and families. This
reorganization created s sindie new agency, which includes the
major operating componients of the Department whose activities are
aimed at improving the health and well-being of children. This
includes programss from the previous Family Support Administration
and the Office of Human Development Services, as well as the
Maternal ».d Child Health Block Grant prograa administered unti!l

now by HRSA in the Public NHeaith Service.

This newly cieated orgasicat ien, named the Admitastration 1ot
Children nmd Families. witl have a brdget ot 82% biliion
and & «taff ! over ZuoUe peonle. lhe man' child and famil:

programs creatent over the jenrs vii!l be broucht together 11 #
.

single organi a’icnal «nit 10 order to enhance our Department '«

abirlity tu <ser e (hitdren and tamidtes,

CTpe Bepartment 3w now ensaded oo ampiementing tne reoyreanizat ion

announced by secpretary sullsvar lasr weel and hies created o tacl

force tn worh out the detaids,

THE HEALTHY START INITIATIVE

I would like to focus most of my remarks this morning on
another Administration initiative which was developed by
President Push, Secretary Sullivan, and Assistant Secretary for
Health James Mason, and for shich I will have the

primary administrative responsibility: Healthy Start.

Ax D, Sullivan has stated many times, 31t is “unthiahable™ bt

the Tnited States, a nat o n of enoreous wealth sahd resources,

Q 5 8 )
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should continue to be worse than 20th among the world's deve!nped
nations in infant mortality., The "Healthyv Start™ initiative is

directed at precisely this very difficult problea.

Heslthy Start is a desonstration project. whose goal is to reduce
the rate of infant mortality by 50 percent in ten selected
communities over a five-year period. We propose to do this by
concentratingd new and existing resources to maximize the effect
of our investment of public dollars., capitalize on the

initiative of families and neidhborhoods. and revard responuit . e

behavior.

Tie give vou a better adea ol evictiv how we envivion this
initiative sutieeding. et me address the hey indiredients as we
sec them at thiv pant.

1. Inucvatjon.

Carrent practices have fairled to seequately reduce 1otant
mortality., Infant mortality ratee, as jrou know, haite levelet off
in recent rtears., {(Althoush we are somewhat encouraged that
recentlyv-announced preliminary data for 1990 indicate significant
improvement in the overall U.S. infant mortality rate,

it is still at an unacceptably high level.) Therefore, it 1s
essential that we find new and creative approaches to vringing
high risk women and the.r infants into care. The communitiese
targeted by Healthy Start will be encouraged to consider

itnnovative approaches that can produce substantial improvement,
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2. Community Commitment and Invelvement.

Each cosmunity selected to participate in Healthy Start will be
required tv domonstrate &8 true commitment to a 50% reduction in
infant mortality over five vears. Clear goals and objectives
must be set, and resources will be expected to be contributed by
local and State governments, by the private sector, and

by schools and other community organirations.

3. Increased Access to Care.

AR y»ou will be hearing todas from other witnesses, one of the
most important factors in preventing low birthweight and the
infant mortality related to low birthweight is early and
continuous health care for all pregnant women and their infants.
Improsy in® access to vare, therefore, will be an integral part of
all ten Healthy Start projects. Grantees, for example, may seek
to open new clinics,

i Servise Integration,

Medicn]l care alone is not sufficient to achieve dramantic progress
in the reduction of infant mortality. There must be careful
coordination among all providers of services--both medical and
social services., Thus, Healthy Start will require s
coaprehensive package of services responsive to the community's
specific needs, including such aspe.ts as: one-stop shopping;
outreach; home visiting: child care; case management; family
planning; public education; and other social, educational and

financial support.

Q ' (;()
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5. Personal Responsibality.

last, and perhaps gost important, amune the essential insredients
wr envision for the Healthy Start Initiative is personal
responsibility. Individuals and families must ultimately accept
responsibility for producing and sustaining & healthy baby. They
can be aided in doing so through public education and other
programs directed towards behavioral causes of infant mortality,
such as alcohol, drugs, smoking, poor nutrition, and sexuall:
tranes, tted diseases. Secretarvy Sallivan has specificalls
directed us o address the social value systes thut leads to
negative personnl hebinlors and irrespensible gcetions by
exprectant mothers and {athers--particalariv these atffectinkg the
imcreased number of teen pregnancies. Grantees, for exampie, mayv

seel 1o Lhring more addicted pregnant somenh 1nto treatment.

GETTING STARTH[

Madad Chritwosian, we ate appreciative of the consvess 1ohai
suppurt for Health:y Start received thus far., On April 10,
Fresident Bush sisned into law P.i, 102-27, the Fisend Year

19491 Dire Emergency sSupplemental Appropriation bill. That
meastre confains an appropriation of $25 million for the first
"start-up” round of Healthy Start grants. For Fiscal Year 1492,
we are requesting an appropriation of $171 million specificelly
for Healthy Start. This reguest include . a direct approprintinn
of 8139 million in new money, with the remainder coming from

areas already concerned with infant mortalityv-related 1ssues,

bl
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Please Kkeep in mind that the federal government is alread.
spending over $7 billion on infant mortality related

programs., This is throush Medicaid, the Department of
Agricultire’s WI(C proRkram. the Maternal and Child Health Bloch
Grant, and Public Health Service programs such as Communitvy
Health Centers, Migrant Health, and maternal and child heslth
wpecial project grants, to name just a few. We see Healthy SNtart
as pProrviding a unifying theme for encouraging the optimal

development of voung tamilies.

On Arril 17, we published 1n the Federal Redgisxter a ot e of
Avarlability of Funds, alerting uil intereqgted parties thst thes
have until Julv 15 of this seAar to submit aprlicaticns for
Healthy Start funding., we spellen out speritic eligibiloty
criteria for the ronsideration of potential applicant
comuunities. Wwe aico published on that date o natire of vait
neé?xncu we intend to condust in los Angeles {Apra}] 304,
Philadelphaa (May 81, Atlunta (May 103, and Chicago (Mavy 141, At
these "technical assistance” meetings, detailed implementation
plans and program application ¢.idance will be made available and

discussed,

In addition to these formal meetings, we intend to involve
Central and Redional prodram officials from HPFSA's Maternal end
Child Health Bureau and our Bureau of Health Care Delivery and
Assistance, from the Health Care Financing Administration, from
the new Administratiorn for (hildren and Families. and from «ther

federal programe- such as the Agriculture Department’s wic
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program. These officials will be available to meet with
representotives of eligible communities and orfanizations to
provide technical assistance to aid in such aspects as needs
assessment, site development, and operational planning. State
Health Officers. State Medicaid officials, State Maternal ani
Child Health Directors. State socimnl services directors, State
administrators of family support programs, and State WIC
officiuls, many of whom have been actively involved in planning
Henlthsy Start, will Le asled to participate in the provaision ot

gurifrne oo at et e hitroal asepet e to eligible communitiine,

Throuash, Al thes - e e o0 wr hote to veure a larse numbey o f
high quatity compe tine applicntyors fer the ten 11lct protwerts to

te funded.

Wee ot jeet that the spaageaty one peeegved b thee Jufs 15 dereriine
will be tesgmted catetally overp “he summer, and that wotnel Rrant

aetrde for Freenl Year 18910 wall be maode an Sepeemboer.

Finnlly, 1 wonuld note that a public information awd education
campaidn is an essent ial component of the Healthy Start
initiative. Wwe intend to lsunch such an effort, focused at &..th
the local and nationa] levels.

CONCIUSTON \

Madam Chairwoman, we in DHHS are determined to seec a siRntf3eant
improvement in what has seemed to be Aan aimcst intractahle

problem: how tn reduce the apnallang rats of infant mortalsts

b3
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the United States of America. By concentratinf substantial
funding. services intefration. and innovation in ten communitaies,
we believe we can achieve a break-through in this vitally

important area of endeavor.

We ask that the Congress continue its support for this effort.
working together, I am certain that we can make s positive
difference in the lives of our most important national

asset: our children.

Thank sou acnin for the opportunity to testifv. I will be

pleased to answer anv gquections you may have.
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Chairwoman ScHROEDER. Let’s go to Maria Gomez next.

STATEMENT OF MARIA GOMEZ, EXECUTIVE DIRECTOR, MARY'S
CENTER FOR MATERNAL AND CHILD CARE, WASHINGTON, DC

Ms. GouEz. Good morning, Madam Chairman and other mem-
bers of the committee. My name is Maria Gomez, and I am the Ex-
emﬁveDimctorforMn%:S:nterforMaﬁemalandChﬂdCam,
;vhicl;islocatedinthe Morgan area of the District of Co-
I am honored to appear before you today to give an overview of
thevnluablehealthandsocialmmmmm ides to
the Northwest area of the District of Col I will explain
numerous linkages Mary’s Center has made with other local orga-
nizations in order to improve our services and our clients’ accees to
suggary’(}en profi -based tal and pedi
8 Center is a non ¢ community prena i-
atric care clinic, which was established to serve the overwhelming
demandeor ili mamnalcoland i sar:;?inthe
Adams-Morgan, Mt. Pleasant, umbia Heights, adgcent
i ofNorthwest.'l‘beclinicwasinitiaﬁed"dy the
D. ’s Office on Latino Affairs and the D.C. jon of
Public Health, and it has been ing the public since October 8,
1988, with funding from the District of Columbia, the Federal Gov-
ernment, and private foundations.
mmmmhwmmiﬁedmpmﬁdinghmmmmatm
e, affordable, and culturally acceptable to low-income, un-
insured Latino and other women living in the target areas already
mentioned. The majority of our clients are newly-arrived undocu-
mented immigrants from war-torn countries of Central America.
zm‘havewryﬁmimdformaledmﬁmmdfewjobskﬂl&ha
the majority have no health coverage whateoever.
Normally.wxmtwomenwithinthisgmupmightbefomedto
without cru prenatal and pediatric care for their children
mmhmal of urae-::d!;ln M&nter’sm
team of n idwives, i nurees, soci
workers, a pediatrician, a medical assistant, a health educator, and
a core of volunteers make it poseible for these women and children
to receive a variety of medical and social services that they would

smoke or drink alcohol when arrive in this country, and they
have nutritious dietary habits. in order to capitalize on these
heﬂymwswn;smgpmcﬁmwmmm
gu discussions combine culturally accepta-
m eﬁ;ve - hnique;,fut e tal::g
care, ive parenting tec ure planning,
spousal and child abuse.
Mary’s Center staff also provides patients with professional
advice and referrals for community assistance related to housing,

65



61

emplmt, day care, legal assistance, and educational opportuni-
services are ed to Mary 8 Center patients during
their regularly scheduled visits, at other community-based agencies
and schoois, and th home visits.

Families served by ‘s Center especially benefit fmm the
clinic's linkages to other community projects and {»
include the Julian Safran Medical Group and Columbia Hoepxtal
for Women provide a medical director to Mary's Center at no

accepts all normal deliveries referred by the clinic, and
grants delivery privileges to our four nurse-midwives.

Two, Holy Cross Hoepital in Maryland accepts five h-k
pregnancies from Mary's Center each month, and provides

renatal care and full delivery services at a cost to the patient of
5450 for the entire care.

Three, free amniocentesis exams are provxded by the Wilson Ge-
netic Center at George Washington University Hospital, and sono-
gram exams are ormed by the Safran Group, at no charge, a
savings to our patients of $150-200 each.

Four, our clients of Mary's Center can also receive genetic and
developmental evaluations of their unborn children and infants, by
a hymcmn and genetic counselor from Georgetown Umvemty
Hospxtal 8 Genetic Counseling program.

Five, the D.C. Commmmon of Public Health provides Mary's
Center with free vaccines to immunize close to 5000 each year,
which saves our clients up to $351,000.

Six, the D.C. Bureau of Laboratories performs all necessary tests
at no cost to the Center.

Seven, the D.C. Commission of Public Health details one of their
clinic pediatricians to the Center to provide primary care to all of
our newborns and their siblings up to age six.

ht, through its close association with another community-

organization, s Center can provide needy clients with a

of services including, but not limited to, day care, services

for disabled children, housmg. job training and employment, and
enrollment in adult education pr&mms.

Nine, alsv in conjunction with this community-based agency,
Mary’s Center administers a p that was funded by the Fed-
eral Government under the ce of Adolmcent ANCy Ppro-
grams. It’s called “Para Ti”, which means “for you.” It's a program
specially designed to meet the needs of pregnant adolescents.

Ten, through the clinic’s sponsorship of the bilingual heaith
access project, Mary's Center clients and all other close by commu-
nity-based agency clients can receive help in filling out Medicaid
applications, in o ing other public assistance, food coupons, and

referrals to other community services.

Eleven, Mary’s Center patients can also acquire car seats for
their children on-site, provided by the D.C. Department of Public
Works, and also just mcently, éust got through the D.C. Safe
Child Coalmon, we can administer during our home visits, a smoke
detector to every client in our program.

Other linkages with churches, private physicians and other medi-
cal clinics provide Mary’s Center clients with HIV testing and long-
term counseling, specialty medical care, immediate shelter for

HE
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abused women and children with case management and long-term
plans for the families.

Mary's Center's incorporation of nurse-midwives—there’s no ob-
stetricians in this clinic, by the ‘way, except for our medical direc-
tor—and treatment of pregnancy and childbirth as healthy, natu-
ral processes reflects the cultural traditions of the predominantly
Central American clients we serve. By offering pregnancy testing,
g:natal and pediatric health care in one location, Mary's Center

an excellent chance of identifying women early in their preg-
nancies and monitoring their families through their children’s
sixth year.

Mary’'s Center has also very recently been involved in the estab-
lishment and management of the Healthy Babies Project in Ward 5
of the District, which is dedicated to improving the health care re-
ceived by high-risk, low-income, substance-abusing pregnant women
and their infants up to one year of age.

On behalf of Mary's Center's staff and its Board of Directors, I
would like to thank you for inviting me to speak to you today. I
hope that the Federal Government, the District of Columbia, and
the private sector will continue to make it possible for clinics like
Mary’s Center to provide accessible, affordable, and quality health
care to lJow-income and uninsured women and children of our city.
Thank you very much.

Chairwoman ScHrogpeRr. Thank you very much, and we appreci-
ate very m:ich your attendance this morning.

MPrepeced statement of Maria S. Gomez follows:]

ty s
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PREPARED STATEMENT oF Magria S. Gomez, ExecuTive DigecTor, Mary's CENTER FOR
MATERNAL anD CHiLd CarE, Inc., WasHingTon, DC

G000 MDRNING MEMBERS OF THME COMMITTEE.

MY NRME IS MARIA S. GOMEZ AND I R MA THE EXECUTIVE DIRECTOR OF
MARY*'S CENTER FOR MATEANRL AND CHILD CARE, INC. LOCATED IN THE
ADAMS-MORGAN AREA DF THE DISTRICY OF COLUMBIA. I AM NONORED 10
APPEAR BEFORE vOu TODRAY TO GIVE AN OVERVIEW OF THE UARLUABLE
HEALTH AND SOCIAL SERVICES MARY'S CENTER PROVIDES TO THE N.W.
ARER OF THE DISTRICT OF COLUMBIA. 1 WILL ALBO EXRLAIN THE
SUMERDUS LINKABES M™MARY'S CENTER HAS MADE WITH OTHER LOCAL
ORGANIZATIONS IN ORDER TO IMPROVE OUR SERVICES AND DUR CLIENTS®

ACCESS TO suCH SERVICES.

MARY'S CENTER 1S R NON-PROFIT COMMUNITY-BASED PRENATAL AND
PEDRIATRIC CARE CLINIC WHICH WRS ESTABLISHED TO SERVE THE
OVERWHELMING DEMAND FOR BILINGUAL MATERNAL AND PEDIATRIC SERVICES
IN THE ADAMS-MORDLAN, MT. PLEASANT, COLUMBIAR HEIGHYS AND RADJRCENT
NE IGHBORMDODS OF N. W. THE CLINIC WAS INITIATED 'QINTLY BY THE
D.C. MAYOR'S OFFICE ON LATINO AFFRIRS AND THE COMMISSION OF
PUBLIC HEALTH AND 1T MAS BEEN SEAVING THE PuUBLIC SINCE OCTDBER 3,
1988 WITH FUNDING FORM THE DISTRICT OF COLUMBIA, THE FEDERAL

GOVERNMENT AND PRIVATE FDUNDARTIONS.
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MORY'S CEMTER IS COMMITTED YO PROVIDING MEALTN SERVICES THAT ARE
RCCESSIBLE, RAFFORDABLE RAND CULTURALLY~-ARCCEPTABLE TO LOW-INCOME,
UNINSURED LATIND AND OTHER WOMEN LIVING IN THE TARGET ARERS
ALREADY MENTIONED, THE MAJORITY OF pUR CLIENTS ARE NEWLY-
PRRIVED UNDOCUMENTED IMMIGRANTS FROM WAR-TORN COUNTRIES OF
CENTRAL AME 1ICA. THEY HAVE VERY LIMITED FORMAL EDUCATIONS AND
FEW JOB SKILLS. RS R RESWL.Y, THE MRJIORITY HAVE ND HERLTH
COVERAGE WHATSOEVER. NORMRLLY, PREGNANT WOMEN WITHIN THIS GROUP
MIGHT BE FORCED TO GD WITHOUT CRUCIAL PRENATAL AND PEDIATRIC CARE
FOR THEIR CMILDREN DUE TO SUCM FINANCIAL CONSTRRINTS., HOWEVER,
MARY'S CENTER'S COMPLETELY BILINGUAL TEAM OF NURSE-MIDWIVES,
REGISTERED NURSES, SOCIAL WORKERS, A/ PEDIATRICIAN, A NEDICAL
ASSISTANT, R HEALTH EDUCATOR FND A CORE OF VOLUNTEERS MAKE IT
POSSIBLE FOR THESE WDMEN AND CHILDREN 7D RECEIVE A VARIETY OF
MEDICRL. AND SOCIAL BERVICES THRT THEY WOLLD OTHERWISE BE
INELIGIBLE FOR THROUGH SUCH PROGRAMS AS MEDICAID AND AID FOR

FAMILICTS WITH DEPENDENT CHILDREN.

WHILE THESE YDUNG IMMIGRANT HISPANIC FAMILIES EXPERIENCE GRERT
STRESS, THE MAJORITY ARE PHYSICALLY HEALTMY, DISPLAY CONSIDERRBLE
DETERMINATION AND STRENGTH OF CHARACTER, AND HAVE RELATIVELY
SOPHISTICATED COPING SKILLS. MOST WOMEN WITHIN THIS POPULATION
D0 NOT SMOXE OR DRINK ALCOMOL WHEN THEY ARRIVE IN THIS CDUNTRY
AND THEY HAVE NUTRITIOUS DIETARY HABITS. TO CAPITALIZE ON THESE
EXISTING HERLTHY HABITS, MARY'S CENTER USES INTENSIVE ONE-TO-ONE
COUNSEL ING AND GROUP DISCURSIONE THAT COMBINE CULTURALLY

ACCEPTABLE AN ATTRINABLE METHODS TO ADDRESS SUCM ISSUES RS

bl
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PRENARTAL AND WELL-BABY CARE, EFFECTIVE PARENTING TECHNIGUES,
FUTURE PLANNING AND SPOUSRL AND CHILD ABUSE. MARY'S CENTER STYAFF
ALS0 PROVIDES PATIENTS WITH PROFESSIONRL ADVICE AND REFERRALS FOR
COMMUNITY ASSISTANCE RELATED TO NOUSING, EMPLOYMENT, DAY-CARE,
LEGAL ARSSISTANCE AND EDUCATIONAL DPPORTUNITIES. THESE SERVICES
ARE PROVIDED TO MARY®S CENTER PATIENTS DURING TREIR REGULARLY
SCHEDULED VISITS, AT OTHER COMMUNITY BASED AGENCIES AND SCHOOLS
AND THROUGH HOME VISITS. FAMILIES SERVED BY MARY'S CENTER
ESPECIALLY BENEFIT FORM THE CLINIC'S LINKAGES TO OTHER COMMUNITY

PROJECTS AN PROGRAMS.

1. THE JULIAN SAFRAN MEDICAL GROUP AND COLUMBIA HOSPITAL FOR
WOMEN (CHW) PRDVIDE A MEDICAL DIRECTOR TO MARY' CENTER AT NO
CHARGE, RCCEPTS ALL NORMAL DELIVERTES REFERRED BY THE CLINIC
AND GRANTS DELIVERY PRIVILEGES TD DUR NURSE-MIDWIVES.

a. HOLY CROSS HOSPITRL IN MARYLAND ACCEPTS FIVE HIB4 RISK
PREGNANCIES FORM MARY'S CENTER EACH MONTH, AND PROVIDES
FURTHER PRENATAL CARE AND FULL DELIVERY SERVICES.

3. FREE AMNIQCENTESIS EXRMS ARE PROVIDED BY THE WILSON GENETIC
CENTER AT GEDRGE WASHINGTON UNIVERSITY HOSPITAL AND SDNOGRAM
EXAMS ARE PERFORMED BY THE SAFRAN GROUP - A SAVINGS TO DUR
CLIENTS OF $150-E200.

&, CLIENTS OF MARY'S CENYER CAN ALS0 RECEIVE GENETIC AND
DEVELDPMENTAL EVALULATIONS OF THEIR UNBORN CHILDREN AND
INFANTS BY R PHYSICIAN AND GENETIC COUNSELOR FROM GEORGE TOWN
UNIVERSITY MOSRPITAL'S GENETIL COUNSEL ING PROSRAM.

. THE D.C. COMMISSION OF PUBLIC HERLTH PROVIDES MRARY'S CENTER
WITH FREE VRCCINES TO IMMUNIZE 2,925 CHILDREN ERCH YEAR
WHICH SAVES OUR CLIENTS UP TO 8331,000.

6. THE D.C. BUREAU OF LABORATORIES PERFORMS ALL NECESSARY TESTS
AT ND COST TO THE CENTER.

7. THE D.C. CODOMMISSION OF PUBLIC HEALTM DETAILS ONE OF THREIR
CLINIC PEDIRTRICIANS TOD THE CENTER TO PROVIDE PRIMARY LCARE
YO ALL QUR NEWBORNS AND THEIR SIBLINGS UP TD RGE SIX.

B.. THRDUGH 175 CLOSE RSSOCIARTION WITH THE FAMILY FLACE, MARY'S
CENTER CAN PROVIDE NEEDY CLIENTS WITH A RANGE OF SERVICES

et
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INCLUDING, BUT NOT LIMITED TO, DAY CARE, SERVICES FDR
DISABLED CHILDREN, HOUSING, JOB TRAINING, AND EMPLOYMENT,
AND ENROLLMENT IN ADULT EDUCATION PROGRAMS.

9. ALBD IN CONJUNCTION WITH STRFF AT THE FAMILY PLACE, MARY'S
CENTER ADMINISTERS THE “PRRA TI™ PROGRAM ESPECIRLLY DESIGNED
TO MEET THE NEEDS OF PREGNANT ADOLESCENTS.

19 THROUSH THE CLINIC'S SPONSDRSHIP OF THE BILINGUSL HEARLTH

ACCESS MROJECT, MARY'S CENTER CLIENTS RND ALL OTHER CLOSE BY

COMMUNITY BASE AGENCY CLIENTS CAN RECEIVE MHELP IN FILLINS
OuUT MEDICRID APPLICATIONS, IN QOBTRINING OTHER PUBL IC

ASSISTANCE, FOOD COUPONS, AND REFERRALS TO OTHER COMMUNITY
SERVICES.

11. MARY'S CENTER PATIENTS CAN ALSO ACDUIRE CAR SEATS FOR THEIR
CHILDREN ON-SITE, PROVIDED BY THE D.C. DEPARTMENT OF PUBLIC
WORKS®* PROJECT SEAFE CHILD. ALSD THROUGHN THE PRDJECT SAFE
CHILD PROGRAM WE CAN RADMINISTER, DURING DUR HOME VISITS, R
FIRE aLARM KIT TO EVERY CLIENT IN THE PRDGRAM.

OTHER LINKAGES WITH CHURCHES, PRIVATE PHYSICIANS AND DTHER

mMEDICAL CLINICS PROVIDE, MARY'S CENTER CLIENTS WITH MIV TESTING

AND LONGTERM COUNSELING, SPECIALTY MEDICAL CRRE, IMMEDIRTE

SHELTER FOR ABUSED WOMEN AND CHILDREN WITH CASE-MANRBEMENT AND

LONGTERM PLANS FOR THE FAMILIES.

MARY'S CENTER'S INCORPORATION OF NURSE~-MIDWIVES AND TREATMENT OF

PREGNANCY AND CHILDBIRTH AS HERLTHY, NATURAL PROCESSES REFLECTS

THE CULTURRL TRADITIONS OF THE PREDOMINANTLY CENTRAL AMERICAN

CLIENTS WE SERVE. BY OFFERING PREGNANCY TESTING, PRENATAL KND

PEDIATRIC MEALTH CARE IN ONE LOCATIDN, MARY'S CENTER HAS AN

EXCELLENT CHANCE OF IDENTIFYING WOMEN ERRLY IN THEIR PREGBNANCIES

AND MONITORING THEIR FAMILIES THRDUGH THEIR CHILDREN'S FIFTH

YERR.

MARY'S CENTER HAS RALSDO VERY RECENTLY BEEN INVDLVED IN THE

ESTABLISHMENT AND MRMAGEMENTY OF THE NERLTHY BABIES PROJECT IN

WARD S OF THE DISTRICY WHICH IS DEDICATED TO IMPROVING THE MNERLTM

CARE RECEIVED BY HIGH RISK, LOW-INCOME, SUBSTANCE RABUSING

PREGNANT WOMEN AND THEIR INFANTS UP TD ONE YEAR OF AGE.

-1
1
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ON BEHRLF OF MARY'S CENTER'S STAFF AND ITS BOARD OF DIRECTORS !
WOULD LIKE TD THANK YOU FOR INVITING ME TO SPEAK TO vDU TODAY. 1
HOPE THAT THE FEDERAL GOVERNMENT ARND THE DISTRICY OF COLUMBIR
WILL CONTINUE TO MAKE 1T POSSIBLE FOR CLINICS LIKE MARY'S CENTER
TD PROVIDE ACCESSIBLE, AFFORDABLE AND QUALITY HEALTH CRARE TO
LOW-INCDME, AND UNINSURED wWOMEN AND CHILDREN OF OUR CITY. THRNK

YOU VERY MUCH.
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Chairwoman ScHROEDER. The next witness we have this morning
is Judith Jones, and we welcome you. Thank you for being here.

STATEMENT OF JUDITH JONES, ASSOCIATE CLINICAL PROFES-
SOR AND DIRECTOR, NATIONAL CENTER FOR CHILDREN IN
POVERTY, COLUMBIA UNIVERSITY SCHOOL OF PUBLIC
HEALTH, NEW YORK, NY

Ms. Jongs. Good morning, Chairwoman Schroeder and members
of the committee. As you know, I am Aasociate Clinical Professor of
Public Health at Columbia University. and Director of the Nation-
al Center for Children in Poverty at Columbia University.

The National Center for Children in Poverty is, quite frankly, in
its infancy. It's only two years old and was established with major
support by The Ford Foundation and the Carnegie Corporation of
New York.

In order to broaden consensus, (what we've been talking about a
lot this morning) and the importance of prevention and early inter-
vention, the Center analyzes and disseminates information about
poor families and their children, and about the public policies and
programs that are designed to meet their needs.

e Center works in three areas—early childhood education, ma-
ternal and child health, and is just begmnulg an investigation of
what we mean by service integration and coordination.

There are three overarching principles that guide our work and
that we believe are critical in order to enhance the health status
and prospects of children whose families are poor.

First of all, responses to the health needs of children and their
families must be multi-dimensional, and we cannot expect optimal
progress toward the goal of improved child health, unless we make
advancements on other vital needs of poor families, specifically, I
mean income security, housing, and education; and, second, re-
sponses to the health care needs of children must be premised on

e prevention of disease and on early intervention to remediate
and limit the damege from health and developmental problems;
and, third, responscs to child health problems must be two-genera-
tional. Health care needs of children must be addressed in the con-
text of families. Healthy parents and educated parents, as research
confirms, particularly the education of the mothers, who are the
primary caregivers in this nation, is absolutely critical if we want
to improve the health of children. And parents must also be active
partners in efforts to improve the health of their children.

Now, I've been asked this morning to very briefly review the
findings of what we hope have been two very important reports
that we've published in the last year. As you know, there have
been large increases in the numbers of young children living in
poverty in the United States—in fact, one out of four under the age
of six live in poverty.

We published a report last year called Five Million Children,
which described the numerous risks associated with poverty. Poor
families are less likely, because of limited financial resources, to be
able to arrange for quality child care, to provide a safe and nurtur-
;ng la::me environment, and to access convenient and affordable

ealth care.
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Five Million Children highlighted the fact that primary health
care needs of a large proportion of our poorest families with infants
and young preschoolers are not met. And while we strongly believe
that multiple social and economic strategies must be pursued to
improve the quality of life for children in the long term, we also
bell:eve' that comprehensive primary health care can make an im-
mediate difference in improving the well being and development of
infants and young children. E:7 comprehensive care we mean what
several others have spoken of this morning—high quality care, but
we talk about family-centered pediatric care that provides continui-
ty, and includes social services, health education, nutrition, parent
;sulzmrt and perent education, all offered in easily accessible sites
in

cominunity.
The Center has recently expanded and refined its anal that
we conducted in Five Million Children, into a report called Alive

and Well, which I hope the committee has had a ce to see. It is
probably the most comprehensive review of what we know in the
resea.rl:g about the indisputable linkage between poverty aad poor
health among children in this country.

We know that all of the negative health outcomes that we are
looking at, are more predominant among poor children, and it
makes the Center feel even more assured that unless we do some-
thing to improve the income of parents, we are not going to see
dramatic increases in the health status of children in this nation.

The report also underscores something that each and every one
of us knows in this room, and that is, the uneven public responses
to the challenge of assuring high quality care. There are many in-
stances when something becomes fashionable, and then we drop it
because our attention is takel:e:f with other things.

I think it is time that we ize that we are not going to make
progress unless we stick with this issue; that innovation in and of
itself is not sufficient; that what we need is plain, hard work to do
whal: we know works, and we know, happily, that a lot of things
work.

We also know that all of the programs that we've been talking
about this momix*l.whave only reached a fraction of those children
who are eligible.. primary reason that children have not been
reached is that funding, again, has not been adequate. We also
know that there are other problems in delivering services, ‘which
we may want to touch on at some point in the question period, and
that is the limited capacity of the service delivery system. As ap-
galing as it might be to think of the number of models that we

ve talked about and alluded to this morning, we have a very lim-
ited service capacity, and we have extremely unfriendly institution-
al practices, extremely unfriendly, from the receptionist at the
front door who is frowning, to the fact that we make people literal-
ly go through hoops to get basic care and, quite fi y, there isn't
one of us sitting in this room who would tolerate it. It’s quite amaz-
ing that there aren’t massive riots in most of our major public clin-
ica throughout this country.

The Center has also begun, despite all of this, to systematically
examine what localities are trying to do in the face of all odds,
across this nation. And by the way, I want to take a moment and
note the important role of community health centers in this coun-
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try; centers that were specifically designed to address many of the
issues, including one-stop shopping that we have talked about this
morning. Those 540 clinics throughout the nation have not received
adequate funding. They cannot expand.

So, while we search for new innovations, it is also important to
remember that we have important systems in place that need to be
augmented, and that need to be adequately funded.

me talk a little bit about financial barriers in institutional
practice. 1 know a lot about that because I'm with one of the major
medical institutions in the world. It’s called the Columbia Presbyte-
rian Medical Center. Several years ago, I was asked to do sume-
thing to increase the number of women getting into early prenatal
care because there was an active outreach into the community to
increase demand for services. We asked a very simple question.

What would happen if every woman in the community who was
Medicaid-eligible, in the Washi n Heights area of New York,
wanted to get into Presbyterian Hospital pm!:gtly? What we dis-
covered in a retrospective review of the records, was that it was
t.aking women 30 days to get to be seen for prenatal care—90 days.

d the good news—don’t shake your head too fast because we
did somethiwry innovative—we opened the doors so women
could get in. t we did was a slight tinkering with how women
would get on Medicaid.

The hospital, because of reimbursement, always had an inpatient
Medicaid eligibility unit. So, we posed a very simple question to the
hospital “Why don’t we take one of those workers and put them in
the outpatient clinics, in Ob-Gyn and, guess what? If you do that,
we bet—and we’'re going to document it—that we can improve your
cashflow because you're going to see women up-front and not when
they enter the emergency room"”.

ell, to make a very long political story rather short, within two
months we had reduced the wait for the Medicaid certification
letter from up to three months, down to 18 days, and after a little
git more tinkering, women were seen for prenatal care within 10
ays.

And the mystel;lv in all of this is that at that time, the Medicaid
application form for the largely Hispanic population of New York,
only existed in English. It was ten pages of fine print. Women had
to travel from 168th Street and Broadway to 34th Street, two fares,
et cetera—I mean, I don’t want to bore you with all of this—but it
is ilr{n‘{)ortant to keep in mind that even with the expansions in
OBRA, unless we look at institutional barriers to care, they basical-
ly won’t make any difference for large numbers of women. We
have too long ignored the fact that it is impossible, even if you are
entitled, even if you are eligible, to be able to breach that tremen-
dous gulf between desire and actual receipt of services.

Roanoke County in Virginia, thanks to my colleague here who
pointed me in their direction, has also addressed the barriers to
getting into child health services by creating a private-public part-
nership that has, through the leadership of a very outstanding pe-
diatrician, managed to get all of the pediatricians—I think except
for two—in Roanoke, to see Medicaid-eligible children. And what is
interesting is that over time, this program has become more com-
prehensive, because as soon as you start to intervene with at-risk
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children or families, you realize you cannot just take care of that
one presenting problem. so, the program now has a large family
support piece to it that deals with counseling, parent education, ap-
plications for other services and housing, et cetera.

The interesting ingredient in this project is that there are nurses
and social workers who act as care coordinators, to assure that

hysicians don’t have to deal with the paperwork, that they don't
ve t0 spend too much time with a patient, and basically make it
possible for them to see a larger number of children. I think it's
something that bears watching because ] think it contains ele-
ments that cenaingmoould be copied elsewhere.

Given our time this morning, I don’t want to go into great detail
on a number of other programs that I talk about in my written tes-
timony, but there’s another one that I want to tell you about be-
cause it really gave me a tremendous amount of joy when 1 went to
visit it. It’s 1n Lexington, Kentucky. It was developed under the
auspices of the Department of Social Services, and while it's not a
health care program per se, this multi-service center, which is
really a Cadillac of services, is located in this one beautiful archi-
tecturally impressive, award-winning facility. It is something that 1
think we all should take a look at. It just shows you what leader-
ship and some dollars can do.

I don't think it's going to surprise you that many of the pro-
grams for poor people are poor programs. I think it’s time for us to
move beyond a store front. I think it's time for us to acknowledge
that what we want for our most vulnerable children is what we
want for all children, and stop acting like it's an exception to the
American way of doing things.

And 1 certainly hope that you will have an opportunity, maybe
with the committee, to visit this particular site gecause it handles
health within a context of broader family needs.

And, finally, I think, we haven’t spent enough time this morning
talking about the kinds of staff we're really interested in, that are
going to provide these exceftional services 1o families.

We not only need people that are knowledgeable within their
particular discipline, we need people that really do understand the
dimensions of poverty and what it does to families, and what it
could do to any one of us over time, that sit here in this room.

And, so, I was pleased to see in Hawaii they have special classes,
for physicians to get a better understanding of the risks that poor
families face. I think that this type of program needs to be broad-
ened elsewhere around the nation.

However, the diffusion of best practice will continue to be con-
strained by severely limited resources, and we all know that in this
nation when we need the resources for the things that we think
are important, we can find them. It's time that we decided that
children are central to the future of this nation, that budget con-
straints are just smoke and mirrors—I don’t believe that dollars
are the obstacles. I come from Connecticut. I've seen what's just
happened with the Bank of New land. We get very excited if
;ve ;-e going to have our major banks default, not if our children de-

ault.

So, I'm thrilled at the thought of your leadership of this commit-
tee because I believe it will extremely important. I know your
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work in the past, you will keep your “eye on the prize” on this, and
we expect to see some really exciting things happening. Thank you
very much.

Chairwoman ScHROEDER. Thank you very much, that was very
helpful to find there’s a few bright spots out there.

[Prepared statement of Judith Jones follows:]
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PREPARED STATEMENT OF JUMITH JONES, AssociaTe CLiNicarn Prorxssof AND Dirzc-
Ton, NATIONAL CenraR ror OHILDREN 1IN PovErTy, Covrsymmia Unaveesiye Scroor
or Pusuic Hxavrn New Yorx, NY

Chairwoman Schroeder and members of the Committee, my name is Judith Jones.
1 am Associate Clinical Professor of Public Health and Director of the National
Center for Children in Poverty at Columbia University in New York. I am pleased to
provide testimony this moming on an issue that is vital to the future of our country:
healthy children.

The National Center for Children in Poverty was established in 1989 at Columbia
University with support from the Ford Foundation and the Carnegie Corporation of
New York. The Center's goal is to strengthen policies and programs for poor
children under six and their families. To achieve this goal the Center collects,
synthesizes, and actively disseminates information about poor children and families,
and about public policies and programs designed to address their needs. The Center
is also initiating projects through which we will assist state and Jocal agencies
directly = plan and implement improved policies and promising program
approaches in the fields of maternal and chiki health, child care, and service
integration.
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The Center has a strong interest in promoting the healthy development of children.
While we recognize that multiple strategies must be pursued to improve child health,
including measures that strengthen families and support their economic status, we
have found that comprehensive primary care services can make an immediate
difference in the well-being of infants and young children. By “comprehensive care”
we mean accessible, high-quality, family-centered pediatric care that includes social
services, health education, nutrition, and referrals for hospitalization and other
specialized services. We also believe that these services should be offered in the
neighborhoods where poor families live.

There are larger numbers of young children living in poverty today than ever before.
The Center’s publication last year of Five Million Children: A Statistical Profile of Our
Poorest Young Citizens, describes 1 ne risks faced by a fully a quarter of all children
under six in this country. Poor ctildren, compared to low- and middle-income
children, are more likely to suffer from problems related to prematurity and low
birthweight, poor nutrition, accidental injury, child abuse and neglect, and more
recently, from AIDS and prenatal drug exposure. Their families are less likely to be
able to arrange for quality child care, to provide a safe, nurturing and intellectually
stimulating home, and to find a convenient and affordable source of primary health
care. The report stressed that the primary health care needs of a large proportion of
our poorest infants and young preschoolers are still not met.

We continued our analysis of health issues for infants and young children in poor
families by commissioning a review from Dr. Lorraine V. Klerman, Professor of
Public Health at Yale University. The recently published monograph Alive and Well?
A Program and Policy Review of Health Programs for Young Children examines, in a
comprehensive fashion, the indisputable evidence linking poverty to poor birth
outcomes, increased illness, and increased mortality among infants and children in
very low-income families. Causes of death higher among poor children than
nonpoor children include sudden infant death syndrcme (SIDS), unintended injuries,
child abuse, and infectious diseases, including AIDS. Health problems that the poor
suffer disproportionately include low birthweight, HIV infection, asthma, dental
decay, measles, nutritional problems, lead poisoning, leamning disabilities,
unintentional injuries, and child abuse and neglect. Poor infants and children also
have higher rates of hospitalization than their nonpoor peers.

Like Five Million Children, the Klerman report also stresses that major improvements
in the health and well-being of infants and children in disadvantaged families will
only be achieved through substantial commitments at all levels of government to
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reducing poverty rates, enforcing broad environmental public health measures, and
expanding the number of health care organizations willing and able to provide the
range of services poor families need. These include injury prevention, lead
abatement, nutritiona] supplerents, immunization, family planning, prenatal care,
and primary health care in poor neighborhoods.

Throughout this century our federal government has adopted a “limited-scale®
intervention strategy in dealing with the health and welfare of poor children—
beginning with the establishment of the Children's Bureau in 1909 and its 1920s role
in implementing maternal and child health activities and expanding public health
nursing. In 1935, passage of Title V of the Social Security Act led to comprehensive
health programs for handicapped children, school health programs, and prenatal and
well-baby dlinics. Poor families with sick childien, however, were still left to seek
charity from public hospitals and kind physicians,

Beginning with the 1960s War on Poverty, a number of new initiatives expanded
access to primary and curative services, including Medicaid, enacted in 1965 under
Title XIX of the Social Security Act, WIC, Head Start, and some demonstration
projects funded through grants. For much of this period, however, there was little
program expansion, and some of the demonstration projects have been phased out.
Not all of these programs have been entitlements, and the federal grant programs
have not begun to cover the needs of poor children in many communities. Coverage
of services, eligibility requirements and procedures, and implementation of
entitlement programs varies widely from state to state. Even the recent OBRA
expansions of Medicaid in 1986, 1987, and 1989 are not being fully or yapidly
implemented in many states.

Organizers of primary care services for infants and children in poor families must
take the situation of ti:e parents into account if those services are to be used and to
be effective. Poor parents find it very difficult to fill out one Medicaid application
form; the form is sometimes as long as 45 pages. They may not fathom why
immunizations cannot be given in the office of the private physician who treats the
infant during illness. They may not catch the significance of the letters “EPSDT,”
when mumbled by a caseworker after a long session filling our the Medicaid
application. Working parents may find it difficult to be absent from work for several
hours to take their children for immunizations or vision and hearing screenings
scheduled only during working hours between Monday and Friday.
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The conclusions of the report Alive and Well? refer to specific strategies for
improving health services for low-income mothers and children. I will comment on
three broad strategies:

» We need 1o reorganize our existing sexrvices, Some communities appear to
believe that additional prog;ams are the only solutions to problems. Often,
however, positive results can be achieved by modifying bureaucracies and
exploring the strengths and weaknesses of programs, followed by procedural
improvements and more “user friendly” practices. State and local health
departmments can work with private institutions to avoid duplications in maternal
and pediatyic care, and they can work with community agencies to create rational
systems and expand networks of primary care facilities. And they can enhance
limited-service clinics to be more comprehensive.

L ; 1 actices, Barriers to quality care
often loom larger inside the doors of healxh care facilities for the poor than
outside, Long waiting lists for appointments, haphazard referral and follow-up,
and insensitivity to the financial, child care, and transportation problems faced by
low income parents can all be modified through creative management and staff
retraining. Making determinations of eligibility for Medicaid at the site of care
has become more common as more and more institutions have realized that this
practice can improve reimbursement rates.

8 We need to modify the content and delivexry of care, Many pregnant women
and children face risks that cannot be reduced by the same type of prenatal and
pediatric care considered adequate for middle-income families. For these
families, the services of social workers, nutritionists, and public health nurses are
essential. The education and services provided by these professionals, frequently
through home visiting, promotes appropriate health care utilization and enbances
the benefits of medical care.

The National Center for Children in Poverty has begun to examine systematically the
programmatic features of state and local primary health care initiatives that appear

to meet poor families’ needs and improve the quality of care their children receive. |
will describe some of these features here and illustrate how they work in practice by
mentioning a few examples. 1 should note first, however, that the nation’s 600 or so
community health centers were purposely designed to be sources of comprehensive

health care for the poor and uninsured. Their funding source, structure, philosophy,
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and links to community organizations enable them to play an important stop-gap
role in the ever-widening breach of unmet need for heaith care. They frequently
house WIC, well-baby checkups, prenatal care, pediatric care, and social services at
one location, and many of these centers are doing an excellent job.

1. First, the program must facilitate financial access to care upon entry.

In many communities, poor and uninsured families cannot find a doctor in their
neighborhood who will accept new Medicaid patients or reduced fees, and there
are no clinics outside the hospital that will see sick children. Roanoke county in
Virginia solved this problem by creating & public private parmership between
primary care physicians, the county health department, and a community action
agency. Children from families with incomes below 1509 of poverty are
assigned to one of 34 physicians who sees them for check-ups as well as when
they are sick. These physicians bill Medicaid or the program at Medicaid rates
for their services. Nurses and outreach workers who make home visits help
eligible families fill out the Medicaid application, take care of pressing housing
and financial needs, keep their doctor’s appointments and follow medical advice.
The mother learns the name and the telephone number of someone to contact 24
hours a day if she has questions or in case of emergencies.

Severnl years ago, | helped the Prenatal Clinic at New York City's Presbyterian
Hospital address financial access with two interventions. First, we placed a nurse
midwife and a bilingual heaith advocate in the pregnancy screening clinic to
identify pregnant women in need of care. The second and most important of
these interventions was the creation of a new Medicaid eligibility unit in the
outpatient clinic that assisted the women to fill out a Medicaid application and
make an appointment with the Medicaid office. The results were dramatic:
waiting time for Medicaid certification was reduced from six weeks to 18 days!
Today, presumptive eligibility, expanded Medicaid eligibility, and reduced-fee
packages have lessened some financial-access barriers in many communities. But
too many pregnant women and mothers who visit an institution for the first time
fail to encounter a friendly someone who can tell them that their financial
problems will not prevent them from seeing a doctor.

2. Second, the program must recognize the nonmedical or
environmental risks that the infant or child faces.

The staff in Hawaii's Healthy Start program, now operating in many counties,
screen newborns in the matemity ward for potential risk of abuse and neglect.
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Their screening checklist helps nurses identify family difficulties and lack of
social support that may impair a mother’s ability to care for her newborn. They
offer a voluntary home-visiting and family support program to deal with family
and parenting problems. Moreover, they link the infant to & regular source of
pediatric care.

Right pediatric resource centers in New York City, most of them linked to
hospitals, provide quatity famil;-centered pediatric care annually to nearly
25,000 children at high-risk for poor health outcomes. They have developed
standards of care for different priority conditions, including parenting problems,
associated with high levels of morbidity and mortality in infants and children
from low-income families. The families of children with conditions of greater
severity receive focused attention and a variety of services from nurses, social
workers, nutritionists, and other specialists. A formal review process periodically
assesses the degree to which these standards a/e being met.

. Third, the program must be both comprehensive. and coordinated
around the needs of the child,

Preventive services and medical care must be offered as a single package,
together with services and arrangements that enable low-incomne families to use
them. A variety of approaches can approximate a comprehensive systemn of care.
Some state MCH and Medicaid programs have initiated care coondination or *.ase
mansgement for high-risk pregnancies and infants. For example, Mississiz.pi is
expanding a demonstration program that uses interdisciplinary teamns of nurses,
social workers, and nutritionists to help poor families find and use all of the
services—not only medical— that their infant needs.

A relatively new program in Lexington, Kentucky, illustrates “one-stop shopping”
for services funded by rany different sources. A single-site multiservice center
not only provides health care, dental care, and psychological services, but also
transportation, child care, job maining, parenting education, and GED
certification. Scheduled case conferences help staff members coordinate client
services 224 respond to changing family situations.

Where services are no* located in the same location, different professionals must
coordinate their efforts through case conferences or shared data sysiems. One
public/private community pediatric program reports that the use of a fax
machine has greatly facilitated the process of transferring information and
medical records from clinic 1o hospital to social service departients.
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4. Fourth, the program should promots recruitment and training
policies that result in a staff that is compassionate, sensitive, and
knowledgeable about the needs of low-income families.

Ideally, professional training of doctors and nurses should include an exploration
of the underlying risk factors responsible for much of today’s morbidity and
mortality. Svbtle developmental delays, negiect csused by substance abuse,
homelessness or near-homelessness, obesity, or “faflure to thrive” symptoms may
be correctable if appropriate social and mental health services are available in
time and if the family receives help in using the services. Young pareats also
need counseling about how to identify symptoms and signs of developmental
delay,

Physicians also need training that emphasizes the value of public health nurses,
social workers, lay bome visitors, and child care workers. These professionals
can be far more important to child health than high-technology medical care, yet
they are often in short supply, undervalued, and paid wages from 5 - 8 times less
than a primary care physician, We have leauned that Hawaii has begun a
continuing education program for physicians that Stresses the importance of early
identification and treatiaent of child development problems, and that teaches
new skills to deal with emotional and developmental problems.

The features of the various grograms presented here are practices that can be
adopted elsewhere by state and local health and social services workers who find the
current situation in child bealth unscceptable.

We must recognize, however, that there are muitiple constraints on the diffusion of
good practice. There may be a lack of favorable state policies and fiscal resources, a
lack of flexible funding resources, a lack of stainlards and quality assurance
procedures, an insufficient health and social service infrastructure, an inability to
pay competitive wages to recruit and retain good staff, and a lack of managerial
resources at the local level.

As we learn more about promising and evolving programs, nowever, we see that
local demonstrations have influenced state policies and programs, and that state
initiatives in turn have encountered and overcome local implementation barriers.
Innovative programs that survive, adspt, and expand ultimately depend on the

people and the communities driving them. Successful expansions are likely to be
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based on broad-based political strategies to build coalitions and commumicate
frequently with state agencies and legislatos, to increase productivity and seek new
funding sources, to modify staff caseloads, to adapt services creatively to fit new
funding streams, and to employ effective social marketing techniques that help
educate the clientele and create a demand for impoved health services.

This country has experienced a large-scale mobilization of resources to improve
matemal and child health in the face of a national emergency. That emergency was
World War 11, which created a crisis for many low-income mothers who could not
find health care. The program was the Bmergency Matemity and Infant Care
Program (EMIC), which provided health care to a million and a quarter low-income
women and infants from 1943 to 1948, strengthened state and local health
departments, and established national standards of care and coverage. Perhaps
some day soon we will recognize the continuing national emergency that confronts
our poor families, and mo.unt a national strategy for child health that will effectively
assure comprehensive quaity primary health care for all infants and young children.

o
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Chairwoman ScHroEPER. Kay Johnson, we thank you for your
patience and waiting. We know you've been working hard in this
area, we look forward to your testimony, and welcome.

STATEMENT OF KAY JOHNSON, SENIOR HEALTH POLICY ADVI-
SOR, MARCH OF DIMES BIRTH DEFECTS FOUNDATION. WASH-
INGTON, DC

Ms. JoxnsoN. Thank you.

Chairwoman Sch er and members of the committee, 1 am
very pleased to have this opportunity to speak on behalf of the
March of Dimes this morning.

The March of Dimes has as its goal the prevention of birth de-
fects and the birth of healthy babies. We believe thot as a nation,
there’'s a moral and financial obligation to provide quality child
health care, and that it begins before birth with comprehensive
maternity care.

To our volunteers and staff all over the nation, the March of
Dimes works to help the nation have healthier babies. Through bio-
medical research, and whether that’s through gene therapy or new
infant vaccines, we can help expand the horizons of prevention and
save ourselves millions of dollars. Working in communities, mem-
bers of the March of Dimes and the volunteers, we are serving fam-
ilie}s‘,i to direct services, health education programs, an: policy lead-
ership.

We are very encouraged by the fact that infant mortality is now
a high political priority both on and off of Capitol Hill, and we ap-
plaud all of this committee’s efforts to push this issue to the pnsi-
tion that it holds today, and we are very pleased as well that ,ou
are continuing to wor{ on all fronts, for assuring children’s good
health and development.

We know that our investments in improving health yield divi-
dends for families and for the nation's communities all over the
gtf)}t_u;sry. The alternative is economic cost that we simply cannot

ord.

I think you've heard a lot of evidence about the knowledge that
we have to solve a lot of our problems. We know that the knowl-
edge is not being applied uniformly to the benefit of all of our chil-
dren. We believe that it should be applied for the benefit of all of
those children, regardless of their color or the economic status.

We also know that additional resources are going to need to be
applied to research if we are going to broaden the horizons of pre-
vention. We are not reaging the seeds that we have sown in bio-
medical research, to do things that are very positive in those areas.

I have submitted longer testimony for the record. I just want to
briefly Lighlight some of my findings and recommendations. We
have n asking ourselves over and over again, I think, the ques-
tion, has the nation made adequate progress in reducing infant
}t?c:'lt?‘l;ty rates as a leading indicator of maternal and infant

ealth?

Regrettably, we haven't made adequate progress, but we have
some encouraging signs. We've heard about the recently released
provisional infant mortality rates that demonstrated a decline be-
tween 1989 and 1990, after a long, dry period since 1981,
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If a substantial portion of that progress is the result of increased
eﬂ'ortsofpmenﬁon,thenwema{]:eontherighttmck. If we are
simply doing another magic technological trick, we know that
those gains will not hold, they will not be sustained over the

coming years.

Experts have consistently told us that early and comprehensive
prenatal care can help prevent low birthweight, that it can stop
substameab\menmongpregnantwomen,thatitmnpmvideanop-
rortunit{totrmtan ingnose a variety of conditions that may
ead to birth defect or thy birth. In turn, that's how we
reduce infant mortality. We do it very simply by going through the
motions of p good care for those women.

A report this week on infant mortality in New York
City found that improved access to prenatal care really did have an
effect on reducing infant mortality rates in New York City, an area
many of us may see as an impossible area in which to succeed.

The March of Dimes notes with interest and was involved in the
analysis that infants born to substance-abusing women who had re-
ceived com ive prenatal care, were one-third less likely to
die than infants who were born drug-exposed to those women who
had later prenatal care. Evenwhenthewomanwasusingdnﬁs
during the cy, that comprehensive prenatal care made the
difference. t’s how we can get women to stop using dr:gs.

We also know there are a lot of barriers to families as they go to
seek care. I have been working on the issue of maternity care. I've
also been working on the issue of immunization a lot over the past
years. We know that there is a very unfriendly system out there,
and that when families approach it they see many barriers, that
families seek care and are denied, that families can’t get to care
because they are two bus rides away.

The Institute of Medicine provided us formal documentation of
the fact that “a maternity care system is fundamentally flawed,
fragmented, and overly complex.” We've had other researchers
who tell us that while knowledge, attitudes and beliefs of pregnant
women may keep them out of care, they may be afraid to go, they
may not understand the importance of care, at the same time, mi-
nority women even with the same knowledge and attitudes, have
less access to care. They live in communities where providers may
not be willing to see them, or providers may not be available under
any circumstances.

e also know—and this befms to get at the crux of where does
integration begin to make a difference—that women who are seen
in public health clinics are more likely to have received compre-
hensive prenatal care. We know that isolating women in a private
physician’s office, if they need a wide range of services, is not going
to achieve the desired results. And we have to think about ways to
integrate our public and private systems better.

There are a range of public and private programs that have been
designed to apply the lessons—Judy Jones knows those programs
far better than I, as she is a self-described “program person”—Ilead-
ing all of us into a better understanding of what works.

e know that states who have moved ively to implement
Medicaid, identified women and brought them into care, and re-
duced infant mortality rates. We know that public officials at the
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federal, state and local level, who have taken those steps through
inheﬁtion of services as are in the commission’s report this morn-
ing, have shown how to make a difference.

e know that private funders are financing public awareness
campai worksite prenatal education programs, and a variety of
other things that are going to make a difference. That is not going
to éet the job done completely. We do need a nationwide strategy.

iven the enormous cost of not taking action, we have a series of
recommendations. We hope that rs of Congress will this
year make the decision to provide Medicaid coverage for pregnant
women and infants in every state, up to 185 percent of the federal
poverty level. Those near-poor working women up at the top end of
that income range are among those most likely to give birth to a

and still be uninsured.

e know that we have medically underserved areas where the
Maternal and Child Health Block Grant and community health
centers are the way to make a difference. We know that the WIC
program works, and that we ought to be more adequately funding
it

We have innovative infant mortality reduction strategies that
could be being applied, and that in more than 20 of the nation’s
cities and dozens of rural counties there are infant mortality rates
at 1.5 times the national average.

The Administration has proposed an infant mortality reduction
initiative described to you this morning by Dr. Harmon. We recom-
mend that any target infant mortality issue be funded with new re-
sources, and incorporate the lessons learned from demonstration

pxwrams.
e need to think more about drug treatment and drug and sub-
stance abuse prevention. We need to think asbout the coordination
and integration of services through linking related entitlement pro-
(glrams, uniform eligibility criteria, simplified enrollment proce-
ures, comprehensive range of services being delivered in those sys-
tems, and emphasize preventive services such as immunization and
prenatal care, and maximize opportunities for co-lozation of serv-
1ces.

In closinf, I'd like to mention just a couple of the lessons that
have been learned again, through recent efforts to improve mater-
nal and child health. Man&of them have actually been documented
by the committee over the years, but perhaps foremost among

ese lessons is that every sector of society has a role to play.

We've learned that success is going to require a balance of Feder-
al Government leadership and state and local government creativi-
ty, but it really is a balance. It's also very clear to us that health
professionals cannot tackle problems such as infant mortality
alone, that they are not the health professionals alone who can
solve the problem because it is a societal problem. There needs to
be a community devrlopment Kempective applied to these prob-
lems, and a coordinated approach is essential.

Finally, we know that sustained effort is going to be required.
We cannot expect overnight change. Officials in Utah tell us that
the combination of an outreach campaign for pregnant women all
over the state, at every income level, combinetf with the extension
of Medicaid for low-income women, yielded dramatic results. It re-
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duced infant mortality among low-income women. It reduced low
birthweight births among low-income women, but it took them
three to five years, and they don't believe they could have done it
in any less time than that.

In other areas, well integrated and comprehensive community-
based systems have been developed, however, the strength of those
%stems is years of coalition-building and infrastructure-building.

e may not have the physical facilities, we may not have the coop-
erative agreement, we may not have the members of communities
talking to each other and professionals talking to them. All of
those efforts require community involvement and administrative
structures for support, a balance of those things. We know that
these things take time, and they are going to take resources.

I really appreciate your attention, and 1 look forward to respond-
ing to any questions you might have.

Chairwoman ScHroOEDER. Thank you, and we want to thank the
entire panel for their very, very good testimony, both written and
oral.

[Prepared statement of Kay Johnson follows:]
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PREPARED STATEMENT OF KaY JoHNSON, Senior HeaL™ Povicy ADvVISOR, MaRCH O
. Omaxs Birt Darecrs Founpamion, WasuiNcToN, DC r

Chairwoman Schroeder and Members of the Committee, I am
pleased to have this opportunity to discuss strategies for
improving the health of America's infants and children. The
March of Dimes has as its goal the prevention of birth defects
and the birth of healthy bables. We believe that every child,
regardless of color or economic status, deserves the best
possible health and that we as a nation have an obligation to
provide child health care -- beginning before birth with
comprehensive matexnity care.

Investments in improving infant health yield personal
dividends for families and communities, as well as financial
savings to society. The alternative is higher human, social, and
economic costs our nation cannot afford. We have the knowladge
to solve many pProblems in maternity and infant care. This
knowledge must be applied to the benefit of all of our children.
In addition, we believe additional resources must be applied to
further advance our capacity for prevention through research
about the causes of birth defects and infant death.

The more complete written testimony I have submitted for the
hearing record addresses two guestions of special concern to
today's topic.

1. Has the nation made adequate progress in reducing infant

Tg;;:it:gsgates and on other key maternal and child health

2. What barriers to health care are faced by families seeking
maternity and infant health services, and what do we know

30 -
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about strategies for reducing barriers to access and
improving the health of mothers and babies?

In my oral remarks, I will review briefly some responses to these
gquestions and close by making recommendations for improvement in
maternal and infant health progranms.

I. BEas ths nation made adequate progresas in reducing infant
mortality rates and other key matarnal and infant health
indicators?

Regrettablv not, but recent signs are encouraging. Each
year approximately 38,000 of the over 3.4 million children born
in the United States die before their first birthday. '

Following two decades of rapid decline, the nation's progress in
reducing infant mortality was very slow between 1981 and 1989.
During the 19708 infant mortality rates fell at an average of 4.7
percent per year, as compared to an average of 2.8 pexcent per
year for the 1980s. * Between 1987 and 1988 (the most recent
year for which complete final data are avallable} there was no
statistically significant decline in the npation’s overall infant
mortality rate. ’

Furthermore, the nation has failed to make progress in
closing the black/white infant mortality "gap.“ Despite some
reductions in the black infant mortality rate, black infants
continue to die at more than twice that of white infants. For
the years 1987 and 1988, the black/white infant mortality gaps

were the greatest ever recorded (2.08-to-1 and 2.07-to-1

respectively).
8
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Recently released Proviszional infant mortality rates
indicate a more dramatic decline becween 1989 and 1990.
{However, only complete final statistics will tell us how much
and where progress was made.} If, as gsome federal officials
suggest, the decline was attributable to new drug therapies for
tiny newborns, significant additional gains cannot be expected in
coming years. The exmerience of the 1970s demonstrated that
progress through technological advances in saving more of the
excess number of infants born too scon and too small will level
off before we reach our goals. If, on the other hand, a
substantial portion of progress in the past two years was the
result of increaced efforts to improve access to and the quality
of prenatal care and thereby prevent infant health problems, the
nation may be on the right track. )

In 1989 the United States ranked 19th worldwide in infant
mortality. " 1International comparisons also reveal that the
nation ranks last among our industrialized peers. Experts point
to numerous f£actors that account for our nation's failure to
reduce infant mortality as rapidly as other industrialized
countries. The first is a relatively high proporticn of low
birthweight births. The United States ranks 28th in low
birthweight worldwide -- tied with Ruwalit, Israel, the United
Kingdom and other nations.

Low birthweight (birth at less than 5.5 pounds) and
Prematurity (birth prior to 37 weeks gestaticn) are the most

important factors in predicting infant survival and health. '’
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The incidence of low birthwaloht in 1988 remained virtually
unchanged from 1979 to 1988. " Studies have demonstrated the
1ink between low birthweight and access to medical and

nutritional services during pregnancy. As a nation, we have
failed to put to use what we do know about Prevention of low
birthweight. For example, the Supplemental Food Program for
Women, Infants, and Children {WIC) has been demonstrated to be
effective in reducing low birthweight and prematurity rates. '
Yet only half of the eligible population can be served with
available funds.

The problem of low birthweight is exacerbated {but by no
means caused solely) by our rate of teenage childbearing, which
exceeds that of other industrialized nations. Teenage
childbearing is a nationwide problem. -'In 1988 teens accounted
for 13 percent of all births, but 17 percent of low birthweight
births. ' Research indicates that higher incidence of low
birthweight among babies born to teens is related noré to their
mothers’' reduced access to Prenatal care than to their mothers’
young age. 7

Access to maternity sétvices is Aanother key factor which
distinguishes the United States from the countries that have the
lowest infant mortality rates. Our nation stands alone among its
peers in the failure to assure all pregnant women access to
Prenatal and delivery services through either a public health
sexvice or universal health insurance. Furthermore, our public

maternity policies lag far behind those of dozens of other
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nations which ensure the provision of basic health and social

supports such as medical and nutritional care and same form of

income support or protection {such as a family alliowance or a

parental leave policy). "

Inadequate prenatal care can have serious implications for
infant health. The more than 70,000 infants who are born each
year to women who receive no prénatal care are 20 times more
likely than those who have the benefit of adequate care to die in
the first year of life. Experts consistently report that early
and comprehensive prenatal care can help prevent low birthweight,
stop substance abuse, and provide an opportunity to diagnose and
treat conditions that may lead to birth defects. In turn, the
number of infant deaths can be reduced.

o For example, a report released this week on infant mortziiiy
in New York City found that improved access to prenatal care
helped to reduce infant mortality. The March of Dimes
analysis accompanying the report noted with interest a
finding that infants born to substance abusing women who had
received comprehensive prenatal care were one-third less
lixely to die in the first year as infants born drug exposed
to women who raceived late or no prenatal care. **

o The Institute of Medicine found that Prenatal care for low
income womer saves $3 for every $1 invested through
prevention of low birthweight and reduction of the need for
high cost neconatal intensive care.™
National, state, and local studies indicate positive new

uirections in use of maternity care and new treatments.

Interventions delivered during pregnancy as part of a

comprehensive prenatal care program for minimizing the

potentially damaging effects of bi..h defects, substance abuse,

infections, and other conditions of pregnancy have demonstrated
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success in improving birth outcomes. 2Iveliminary evidence of

abatement in the New York City crack cocaine epidemic also is

promising.

IX. What barriars to health care ars facaed by families zeeking

maternity and infant health services and what can be dons to

reduce such barriers?

Much has been learned in recent years about barriers to
access to maternity and infant health services. The Institute of
Medicine, in reviewing studies of barriers to care conducted in
commnities across the nation, found "a maternity care system
that is fundamentally flawed, fragmented, and overly complex." ™
From New York City to Oklahoma City, the chief obstacles were
financial.

o The cost of having a badby is increasing. By 198% the
average cost of maternity care was over $4,000 for a normal
delivery, with hospital charges accounting for nearly three-
quarters of the costs. 7

In addition., the Institute of Medicine committee found that

basic system capacity is inadequate and that policies and

practices {such as discouraging pkoqram.enrollment procedures,
long waits for appeintments, and inadequate clinic hours) were

virtually insurmountable barriers for farilies in some areas. A

set of personal and attitudinal factors, such as lack of

awareness of sservices and dislike or fear of Prematal care,
contridbute to low denand for services, even where they are

accessible.

0.
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Another recent study examined the relatlonships between the
personal motivations of pregnant women, the publicly funded
programs intended to serve them, and pregnancy outcomes. The
survey included 32 communities in eight states. ' Researchers
found:

o gnrollment in Nedicaid and participation in state prenatal
programs improved uu~ of pranatal care and reduced low
birthweight.

o Knowledge, attitudes, and beliefs about prenatal care
affected use of services. However, even after these factors
were taken into account, minority women had substantially
less Access to prepatal care. These differences may be
attributadble to limited numbers of providers or providers
unwillingness to treat minority women.

-] women whose regular source of care was a community clinic or
hospital outpatient department received more prenatal care
and had babies with betier birthweights than women using
private physicians.

The U.S. General Accounting office {GAO) reported to this

Committee in February on EBarly Success in Enrolliny Women Made

Eligible by Medicaid Expansions. '* The GAQC found some
activities had a dramatic effect on Medicaid enrollment of newly

eligible groups of low income women for the two Year periods in

the late 19808 studied in 10 states. Several factors were found

to be likely contributors to success.

o states which implemented presumptive (accelerated, on site)
eligibility procedures and dropped asset tests experienced
the most rapid initiel growth in enrollment.

o Other publicly funded Programs serving low income women, as
WiC, have a role to play in bringing women inte the public
health services systen.

o Outreech and publiec information campaigns may have been
successful in informing pregnant women about the expansions.

26



Proventive and primary health care services continuing
throughout the first year of life also are important. Failure to
provide routine preventive health care for one out of every eight
poor infants leads to unnecessary disease, disability, and death. ™
For example, despite available effective and low COst treatments,
pneumonia continues to be among the ten leading causes of infant
death. In addition, outbreaks of preventable childhpod disesase
such as measles, pertussis {whooping cough), and rubella {(German
measles) have occurred in recent years. These conditions can be
1ife threatening for infants. The National vaccine Advisory
Committee has reported that inadequate access to primary health
care asong infants and toddlers are a major contributor to low
immunization rates and the resulting outbreaks ©f preventable
disease. ™ )

A range of public and private programs have been designed to
apply the lessons learned from these Studies. Additional states
have moved to more aggressively implement Medicaid expansions for
women and children. Public officials at the federal, state, and
local level have beoun to take steps to better coordinate and
integrate maternal and child health programs. Private funders
are financing public awareness campaigns and worksite prenatal
education programs {the March of Dimes "Bebies and You" program
is one such initiative). However, a nationwide strateqgy is

needed.
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III. Given the spormous human and fiscal costs of infant death
and disadbility, the Narch of Dines recomesnds ixprovements in Xey
proventive maternal and child health and nutrition programs.

1. All families should have access to affordable, adequate
health insurance, particularly maternity coverage. A next step
in £i11ing the maternity coverage gap would be to require states
to provide Medicaid to pregnant women and infantg with family
incomes up to 185 percent of the federal poverty level.
Currently, approximately 18 states nave elected to extend
coverage to that level., ™

2. All families should have access to appropriate health
providers. We recommend that funding for the Title V Maternal
and Child Block Grant and the Community and Migrant Health
Canters program be sufficient to permit the developmant of
comprehensive maternal and infant health services in all
medically underrerved areas.

3. No woman, infant, or child who is eligible for supplemental
nutrition assistance under the WIC program should go without
these benefits. We support increased funding to improve
partivipation rates for low income and nutritionally at-risk
pregnant women, infants and children.

4. Innovati#e infant mortality reduction strategies are needed
in some comwunities; in others, we gimply need to apply
strategies already known to be sffective. More than 20 of the
nation's cities and dozens of rural counties have infant

mortality rates more than 1.5 times national average. The
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Administration has pProposed an infant mortality reduction
initiative, Healthy Start, for 10 communities. We rocommend that
any targeted infant mortality initiative be funded with new
resources amnd incorporate lessons learned from recent

demon: .ration projects. New community projects should be family-
centered, community-based, and aim to better integrate services,
and provide comprehensive maternity and infant health services.
Policymakers should also bear in mind that model programs have
shown that sustained effort, rather than attempts at quick fixes,
vield results. The March of Dimes looks forward to working with
Congress and the Administration on developing effective
strategies and partnerships to ensure the success of a new infant
mortality reduction initiative.

S. More drug treatment programs for pregnant women are urqently'
needed. It is clear that thousands of lives and millions of
dollars could be saved through prevention and treatment of drug
use during pregnancy. Strategies have been pProposed for funding
cost-effective residential drug treatment services for women of
childbearing age through Medicaid. States should be encouraged
and given the option to enact such expansions.

6. The delivery of maternal and child health services should be
enhanced through better coordination and integration.
Demonstration projects should be established through the
Department of Health and Human Services to test “one-stop
shopping” models. Such projects should: link related entitlement

programs through uniform eligibility criteria; simplify
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enrollment Procedures and application forms; offer a
comprehensive range of health and social services; emphasize
preventive services such as immunization and prenatal care; and
maximize opportunities for co-location of services. Authority
for such projects currently exists in the Title V Maternal and
Child Health Block Grant statute, but no funds have been
appropriated to launch ten projects. )
V. Conclusion

As early as 1910, the Children's Bureau began to document
maternal and child health problems and origins. In a series of
studies of 10 communities, the Bureau found a startling
coincidence of poverty with infant mortality. As is true today,
the leading causes of death included prematurity and birth
defects. Inadequate access to preventive prenatal and infant
health services were seen as a primary cause. The March of Dimes
believes that the nation has waited too long to address these
problems head on and must take sSteps now to ensure that all
pregnant women have access to comprehensive maternity care. we
are encouraged by the fact that infant mortality is now a high
political priority, and we applaud all of this Committees’
efforts to push this issue te the position it holds today.
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(Doaths of children undsr one yesr old, per 1,000 live births)

All Races
Ratio of X Drop
All ----Nonwhite---= Black to From

Year Races White Black Total White Prav. Year
1990 9.1 (provisional data) N/A N/A 6.19
1989 2.7 (provisional data) N/A /A 3.00
1988 10.0 8.5 17.6 15.0 2.07 0.99
1987 10.1 8.8 17.9 15.4 2.08 2.88
1986 10.4 8.9 18.0 15.7 2.02 1.89
1985 10.6 9.3 18.2 15.8 1.96 1.85
1984 10.8 9.4 18.4 16.1 1.96 3.57
1983 11.2 9.7 19.2 16.8 1.98 . 2,61
1982 11.5 10.1 19.6 17.3 1.94 3,36
1981 11.9 10.5% 20.0 i7.8 1.90 5.56
1980 12.6 11.0 21.4 19.1 < 1.95 3.82
1979 13.1 11.4 21.8 19.3 1.91 5.07
1978 13.8 12.0 21.1 21.1 1,93 Z2.13
1977 14.1 12.2 23.¢6 1.7 1.92 7.24
19768 15.2 13.3 25.5 23.5% 1.92 5.59
1975 16.1 14,2 28.2 26.2 1.85 3.59
1974 16.7 14.8 26.8 24.9 1.81 5.65
1973 17.7 15.8 28.1 26.2 1.78 4.3
1972 8.5 16.4 29.6 7.7 1.80 3.14
1971 19.1 17.1 30.3 28.5 1.77 4.50
1970 20.0 17.8 32.6 0.9 1.83 4.31
1969 20.9 18.4 34.8 32.9 1.89 4.13
1968 21.8 19.2 316.2 34.5 1.89 2.68
19487 22.4 19.7 37.5 35.9 1.90 5.49
1966 23.7 20.6 0.2 38.8 1.95 4.05
1965 2.7 21.5 51.7 40.3 1.94 0.40
1964 24.8 21.6 42.3 41.1 1.96 1.59
1963 25.2 22.2 2.8 51.5% 1.93 0.40
1962 25.3 22,1 42,8 41.4 1.91 0.00
1961 25.3 22.4 41.8 40.7 1.87 2.689
1960 26.0 22.9 45.3 43.2 1.93 1.52
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(Deaths of children under one ycar old, per 1,000 live dirths)

All Races
Ratio of X Drop
All ~===Nonvhite-~~- Black to From

Year Races White Black Total White Prev. Year
1959 26.4 23.2 44.8 44,0 1.93 2.58
1958 27.1 23.8 46.3 45.7 1.95 «3,04
1957 26.3 23.3 44.2 43.7 1.90 -1.1%
1956 26.0 23.2 42.4 62,1 1.83 1.52
1955% 26.4 23.6 83.1 42.8 1.83 0.75
1954 26.6 21.9 42.9 42.9 1.7¢9 $.32
1953 27.8 25.0 44.5 46,7 1,78 2.11
1952 28.4 25.5% 46.9 47.0 1.84 0.00
1981 28.4 25.8 44.3 44,8 1.72 2.7%
1980 29.2 26.8 43.9 44.% 1.64 6.71
1949 1.3 28.9 46.8 42.3 1.62 2.19
1948 32.0 9.9 48.7 4.5 1.53 0.62
1947 32.2 30.1 &7.7 48.5 1.58 4,73
1946 33.8 31.8 48.8 49.5 1.53 11.78
1943 3.3 35.6 56.2 57.0 1.58 3.727
1944 39.8 36.9 59.3 60.3 1.61 1.49
1943 40.4 37.5 61.% 62.5 1.64 0.00
1042 40.4 37.3 64,2 64.6 1.72 10.82
1941 45,1 41.2 74.1 74.8 1.80 1.6
1940 47.0 43.2 72.9 73.8 1.69 N/A

SQURCE: National Center for Health Statistics
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Table } Trends in Infant Mortality Rates, By State, All Races, 1978-1988
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c Chairwoman ScHROEDER. Let me go first to Congressman
ramer.
Mr. CramER. Thank you. I just have a few quick questions based

on your outstanding testimony here today.
: did those begin with a
50,

Dr. Harmon, the Healthy J) 2id those beg
, where program

ior demonstration program an
Eggm, %nd what kind of locations are the programs served

Dr. Harmon. This was developed via a task force chaired by Dr.
James Mason, the Assistant for Health, that goes back
almost two years. And in their p ings, the task force reviewed
the current situation and developed some options, and this targeted
option was the one selected to carry fo .

It involves packaging with adequate funding, a variety of ap-
proaches that had been proven to work on a smaller acale. This
would allow a community, urban or rural, to package them on a
much larger scale. And it will be a five- project, so it will be
given adequate time to work. There will be a strong evaluation
component before, during and after.

Mr, CraMzer. Where are some of the locations of those programs,
the ones that almg{ exist?

Dr. Harmon. Well, there are many different places that have
components working well. Actually, Denver is one, in the Chair-
woman's district. The Health and Hospitals organization working
with a variety of federal pmgmmr:airovides one-stop shopping, and
has one of the better infant mortality rates. That's one example.

We have various examples that we have published in mono-
graphs. Here's one we recently put out on one-stop shopping for

natal services, where we assess some excellent sites, such as
ackson Hinds Community Health Center in Jackson, Mississippi.
We need more of them.

Mr. CraMER. Thank you very much.

Judith Jones, the program that you made reference to in Roa-
noke County, what is the name of that program?

Ms. JonEs. It's called CHIP, which is the Child Health Invest-
ment Project, and it really is outstanding and worth taking a look
at. There is a lesson to be learned there because it was a pediatri-
cian who was well regarded by his peers, that was able to get this
up and running.

Mr. Cramer. That's to be encouraged.

And the program that you made reference to in your written
statement, in Lexington, Kentucky, what is the name of that one?

Ms. Jongs. It's called the Family Service Center, or Family
Center, and the initiator of that project is 8 woman named Barbara
Curriy", who is the commissioner of social services, and really well
worth visiting.

Mr;’ CrRAMER. Are you familiar w*th the funding for that pro-

Ms. Jones. You asked me the perfect question because I think
program direc'ors at the local level deserve a purple heart, at the
very least. TlLis is a mixed funding program and most successful
progrem operators spend most of their time reporting back prob-
ably to about 15 different federal, state and local funders.
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The Entrepreneurs of America are program directors at the local
level. They are very effective in doing it, but it takes a really ex-
ceg;ional person who can tolerate that madness.

r. CRaMER. And with your knowledge, are these two the quick
examples of good one-stop service programs?

Ms. Jongs. Well, no, because actually the one in Virginia is not
one-stop. Physicians are organized much more along the lines of a
preferred provider organization because they agree to discount
their usual fees in order to see Medicaid children. The other one is
much more along the lines of one-stop.

I don’t think that we’re going to find, unfortunately, any one
model that is going to be perfect in addressing the needs of all fam-
ilies in this country.

Mr. CraMER. Thank you.

Thank you, Madam Chairman.

Chairwoman ScHrOEDER. Thank you.

Congressman Bilirakis.

Myr. BiLiraxis. Thank you.

Ms. Jones, to follow through with your last comment, you don't
feel that one-stop shopping is going to do the job?

Ms. Jongs. Well, you know, conceptually, it's wonderful. The
question is, we don't have the system and infrastructure in place,
as Kay has mentioned, and others, to be able to do that effectively.
It will take time to be able to achieve that.

One-stop shopping also assumes that you have done the coalition-
building and the groundwork that takes time among agencics to
make that work. It would certainly be useful if, at the federal level,
we could get a uniform eligibility. That would move a lot of it, I
think, in the right direction, and it is something that I believe
should have a higher priority.

But we go a long way from concept to implementation. Qur con-
cerns and the concerns of many people in this field is, all these
great ideas are going 10 be thrown out there willy-nilly, and then
they are not going to “work”, and everyone is going to say, “You
see, you can’t do anything—nothing works”, and there’s 8 real
danger in that.

I just visited in San Diego last week, an effort called New Begin-
nings, which has the attention of a number of people because it is
education and welfare working together.

They have been working weekly, the Deputy Commissioner of
Education and Social Services have been meeting weekly for two
years. The program hasn’t even been implemented yet. For a start,
most agencies don’'t even speak the same language. They are
funded under different legislation. People don’t know what they
are talking about. There's a certain distrust. Collaboration means
sharing of limited resources. I could go down the list with you.

I would urge that while they are in the forefront and then think-
ing and worrying about these issues is to be applauded, let's think
about what the implications are, and what do we have out there? 1
would suggest that a number of really serious site visits be made to
various parts of the country, to see what the current situation is,
befo;e we try to glomp on a lot of new ideas. Thank you very
much.
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Mr. BiLIRaxis. But you do agree, do you not, that much of the
problem is not being able to get the person who nceds the care, to
where the care is located?

Ms. Jongs. Oh, no, i with that.

Mr. BiLirakss. I use the word “rauch” of the problem—certainly
part of the problem. I like to think much of the problem, maybe
not. You would know better than 1.

Ms. Jonss. I think that's a great deal of the problem, but I think
that the mosaic of services, the patchwork that we have in federal
legislation, congressioral committees—I can give you a list of a lot
of thmfs that plaY out to the individual at the local level, but it's
not only the problem in getting services, it's because people can't
afford these services. We do not have universal access to health
care in the United Str.tes. | mean, we could make it a lot easier for
everyone to access everything if they didn’t have to worry about
how they were going to pay for it.

So, I don't want us to lose sight of a lot of fiscal constraints, a lot
of structural constraints that make ma:fv of these ideas not work
in practice, and it's important for us all to remember that and,
quite frankly, to start working on some of those infrastructure
issues.

Mr. BiLirakis. Ms. Gomez, I'm very pleased to hear about Mary’s
Center, and intrigued by it. It apparently seems to be working.
How many such centers are there in the District of Columbia? Are
there other centers such as Mary's Center?

Ms. Gomez. That 1 know of, not really like Mary’s Center, no.

Mr. BiLirakis. Now, do you find difficulty in—you have a center.
Obwiously, it is not adequately funded. It's great to hear about the
linkage that you have with other institutions but do you find that
there are ma%out there who need to be served, who either do not
know about ry's Center or who, for one reason or another, do
not fre&t:)ent Mary's Center?

Ms. Gomez. Well, I don’t think it's so much that EeOPle don’t
know about Mary’s Center. As a matter of fact, I think it's totally
the opposite. We are overwhelmed with Feople who want to come
to Mary's Center, and we're not adequately funded.

One of the things that ! think is interesting about Mary’s Center
is that it's been building out through the years. I mean, we didn't
start with the philosophy that we would like to have all these serv-
ices all at once, but tﬁat you start with one service, which was the
maternal service, the midwifery component, and from that you
build on—make it work, and then build on your pediatric, build on
the WIC program build on the Medicaid program, little by little, so
that Mary's Center didn't start out with all the services all at once.
Those agreements with all the agencies that we have, have been
processes that have taken a very long time.

Mr. BiLirakis. Well, now, the problem of behavior on the part of
mothers-to-be, the self-destructive behavior, the drugs, the alcohol,
do you find that your center is helpful in that regard?

Ms. Gomez. As | said in my comments, most of the people that
we see are not in the drug problems, but——

Mr. BiLiraxis. Yes, | noticed that, too.

Ms. Gomez. The question you're asking, is that a preblem, or is
that a problem for them coming into the Center?
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Mr. Biuraxis. No, no, that is not what I'm asking. The Center is,
I guess, focused on the renatal care and postnatal care, and neo-
natal. But I'm just wondering—and I hate to call it a byproduct be-
cause that's certainly a major part of the problem—but is care that
you’re giving also from a byproduct standpoint, helping in terms of
educating some of these people regarding these other behavioral

patterns

Ms. Gomez. I think it was mentioned collaboratively by all of us
here, that one of the things that starts off, we tend to blame the
client for all the problems that ¢ have, and one of the things
that we find at Mary's Center and Healthy Babies is that, first of
all, clients feel comfortable walking in there. I think anybody who
has taken drugs, anybody who has any kind of&roblem besides just

tal component of it, which is not really the biggest problem,
is that it is an unfriendly setting, that most settings are unfriendly,
most settings you wait a long time, most settings after you wait
they see you for two and a minutes and don’t exglain anything
that has just happened to you, so that in a sense, I don’t think we
solve people’s problems when they come into Mary’s Center. 1
think what we do, and we like to thi that we do, is that in the
practice of that prenatal care, we're also expanding their knowl-
of other services.
e're also looking into planning for what happens to that
woman in the future. What are the family plans, not just gmng
them prenatal care, seeing their child and then just saying, “Next
time when you're pregnant, come on in,” yon know. So that we're
following that woman for many, many years, and not doing for her,
but letting her see the services that are available and making them
accessible to her.

1 don’t think that, again, with the one-stop shogping, that we can

Fomibly put all the services under one roof, there s no way. My phi-
osophy is that we need to build on more coalitions, with more
agencies, to——
thl;{r. BquA? 8. 1 see. You would agree then, with Ms. Jones in

Ms. Gomez. Yes.

Mr. BiLiragis. Thank you.

Chairwoman ScHrOEDER. Thank you.

Congressman Miller.

Mr. Miies. Thank you, Madam Chairman. Let me just ask a
couple of questions here.

Dr. Harmon, what is it that we ex the Federal Government
to learn at the end of this five years? t is our response going to
be to these grants after local communities make an effort to pro-
vide coordinated services, and meet the criteria to accept this fund-
ing. What is our response going to be at the end of five years, and
how are we going to work with these projects?

I think Ms. Jones makes a very important point. There are a lot of
collaborative efforts going on at the local level because of reduced
funding. People are re:lfy stretching out to cooperate, but when
the{ turn toward Washington, it becomes almost an impossible
task, and certainly more time-consuming. So, is there going to be
sort of a five-year demonstration going on back here, in how we
merge these things at the end of the process?
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Dr. HArRMON. The evaluation, hopefully, will yield that informa-
tion. We’ll have each of the ten areas with an evaluuiion going on,
but also a central one, to see how it worked across the different
areas before, during and atter. We hope it will work. We hope it
will reduce infant mortality by up to 50 percent, and then we will
know that by putting the resources into the collaboration, we can
invest further to do that in more places around the United States.

Mr. MiLLER. One of the things I learned on this committee is that
the history of children and families is littered with demonstration
p . And usually just about the time we find out what's
wmsand it starts to work, funding is reduced and gone, and
you're almost a victim of your own success. That would be my
concern here also, that the Federal Government isn't doing some
self-evaluation here of how they are hindering the process. We've
heard where Congressman Bliley has s in that commission
and others—that we will spend another ears looking at model
programs for people to get waivers or something from the Federal
Government, and we'll now be ten years down the road. The first
demonstration programs will have evaporated because funding will
be cut off, and we'll be creating another means by which people can
aggf, on a rational basis, federal funding for these very urgent
needs.

Dr. HarmoNn. Well, we had the smeller scale pro’?rams for Mater-
nal and Infant Care and so forth, in the ’60s and '70s. Then we had
the block t, which tended to provide even more flexibility, and
we dian’t have a real banner or umbrella program for infant mor-
tality, maternal and infant health. We hope that Healthy Start
will become that banner. We hope that it will work, and we ho
that it will be worthy of further expansion, and we hope the results
start to come in relatively soon.

Mr. Muier. Is it your expectation that Healthy Start would
drive this process? I mean, is this——

Dr. HarMoN. Yes.

Mr. MiLLer. There’'s a difference between tryin%to meet and
check all of the boxes on the application and say, ‘' Yes, we're just
like that,”” and that will get us funding, as opposed to the sugges-
tion that we're trying to drive a process here that does drive the
coordination, does drive the utilization of existing resources so
we're not reinventing the wheel, or we're not overlooking a success-
ful resource in the community, be it public or private. Are we
really expanding—pushing back the frontiers here 1n this effort?

Dr. HARMON. Yes, I think we are. We agree with what you said,
that this should be a driving force in those ten areas, and we ho
that will be successful and can be adopted by other areas as well,
where the problem is the worst. That's an important component of
this. We are taking it on where it is the worst.

Mr. MLLER. Ms. Jones, is that how you view this process?

Ms. Jones. 1 have to think about responding to that for a
moment.

Mr. MiLier, That's fair. We allow that here.

Ms. Jongs. Well, because 1 haven’t seen—I've been in Califor:.ia,
in your state. I haven’t seen all the details on this.

think that it is important for the Federal Government to make
a statement that infant mortality, at the level that we have in cer-
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tain communities in America, is clearly unacceptable. 1 agree with
that premise.

1 0 a.{gree that it is important to engage larger numbers of
people in focusing on this issue. I would also caution, however, that
we're probably not going to learn very much after five years be-
cause we already know what works, and I don’t know that we need
to spend more money trying to fiad out what works. 1 think,
rather, we need to intensity our efforts in getting more t'{)eople that
are ineligible for services, to get those services nationwide,

I hope I'll be surprised, but 1 don’t necessarily believe that it's
going to add to our body of knowledge.

_ Mr. MiLLer. Well, that’s—you ran ahead of me here. We're talk-
ing about $171 million I think many of us, when we look around
our local areas, wc clearly see programs that are working, but pro-
grams that are so resource-deficient that they cannot expand the
universe of people that, given their history, they would be able to
help eithér by reducing infant mortality, or low birthweight babies,
or providing better care and reducing detrimental behavior
duri pr?'nancy. Those are out there and have a track
record, and I'm just very leery of this notion that we're going to, in
a sense, be demonstrating something new. In fact, when we visit
most of these areas, it's fundamental what has to be done. The
question is whether, in fact, this is a diversion as opposed to very
rcal resources in that area—I mean, how do you weigh that one?

Ms. JonEs. I'm assuming that question was to you.

Dr. HarMoNn. Well, the new aspect of this is that it will provide a
large infusion of resources into these communities, to get together
the various programs to eliminate waiting lists for prenatal care,
for drug abuse treatment, which are problems in many commuri-
ties, to build new health centers, or to renovate buildings so that
we can have more one-stop shopping sites.

One of the biggeet barriers to one-stop shopping is space. 1 have
visited the Mary's Center, and they are very cramped for space
there. I've seen where a community can get a vacant building and
can convince different providers to come together where it really
makes a big difference—that’s another thing—and to provide treat-
ment programs for things that may not have funding now, like
smoking cessation. Smoking is one of the big risk factors in preg-
nancy, perhaps causing 10 percent of all infant mortality, but there
are no federal programs and very few state programs, to bring
women into treatment for smoking cessation. And it works. It can
bring down the smokir:f cessation rate. So, Healthy Start will pro-
vide the resources to do this, not acrose the country, but in ten
communities. We hope that works, and we can expand from there.

Healthy Start is the umbrella that could be someday as big as
some other programs. Who knows?

Ms. Jonnson. I think it’s a very important question and it’s one
that’s been extremely troubling to me, the relative equity and the
balance of resources that we're talkingua:lbout in Healthy Start.

We think about it this way. The Administration is basically pro-
posing that to solve the problem of infant mortality in ten commu-
nities is going to take $170 million annually—let’s just say that's
an annual figure, it may be a little more than that in some of the
outyears—and at the same time, we're talking about financing all
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of the rest of the maternal and child health services for the coun-
trwt $570 million.
e're saying, “How much is it going to take to fix this?" Well, if
we J‘t;st try to fix it in ten communities, $170 million, but the rest
of country, well, the best we can do is $570 million. Now, I real-
ize that doesn’t take into account what we spend in Medicaid. I re-
alize it doesn’t take into account the investment that we make in
gurchasing vaccine at public sector cost, and a few other things,
ut remembering that Maternal and Child Health Block Grant
isn't intended just to deal with infant mortality, it’s also expected
to provide the nurses who are going to give shots in children's
arms, it's also expected to provide services for children with special
health care needs, and hospitalization, and a whole range of things
that are very costly.

And, so, we've really sold ourselves short in terms of thinking
about how we can resolve some of these problems, and we're trying
to do it on the cheap, and doing it on the cheap can’t work.

Dr. Harmon. We calculate that the Federal Government spends
about $7 billion a year at present, on maternal and infant ﬂro-

that directly influence infant mortality. Of that, $5.1 billion
18 in HHS, and the vast majority is Medicaid, and another $2 bil-
lion or so in the WIC program.

Mr. MiLLER. Thank you, Madam Chairman.

Chairwoman ScHrOEDER. Thank you very much. Well, 1 wanted
to ask lots of questions.

Dr. Harmon, obviously, since you've been in Denver, you know
that one of the ways that we got our infant mortality rate in the
city down to what it was in the suburbs was with this very expan-
sive group of community health services. I think it's one of the
models in the country, and 1'm giad that you mentioned it.

There is one-stop shopping going on there now, and I'm not
sure what agencies are in it. They're very concerned that at the
end theiy are going to be designated a failure. Everything is work-
ing well except that at the end everybody is supposed to get a job
for $7 an hour, and we're in a very tough time—] mean, there's
}l;ardly any jobs anywhere in Denver, Colorado right now for $7 an

our.

Can you tell me how we're going to look at things other than
whether or not they get a job at $7 an hour? I'd hate to see it all
proclaimed a failure for that?

Dr. Harmon. Well, that’s one of the various indicators of success
of programs, but there are many other indicators on that report
card—high school graduation, literacy rates, various health indica-
tors, healthy baby, healthy family, and so forth. We'll be looking at
a lot of different indicators in Healthy Start—health, social service,
financing indicators, how much it costs per person, and service in-
dicators like early prenatal care, to see if we reach things like the
year 2000 objectives. We have very explicit targets there, and these
will be applied to the communities and we will monitor that close-

ly.

Chairwoman ScHROEDER. So that having a $7-an-hour job won't
be weighted that much. It was amazing. 1 talked to many of the
young mothers in Denver, and they are enthusiastic. It's been
wonderful, but there aren’t $7-an-hour jobs for anyone, and so the
whole thing gets shot down.
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Dr. HarMoN. That’s one of many indicators. This project, since
it's main &;\ealth, will focus mainly on health indicators. But we
do agree that education and employment indicators are also impor-
tant.

Chairwoman SCHROEDER. Coula you tell me—we heard about the
Roancke project, and one of the things we hear constantly is the
fact we can’t get doctors to take Medicaid patients because of
malpractice concerns. Now, Medicaid patients are less apt to file for
malpractice suits, I think, than anyone else.

Va'hat is Health and Human Services trying to do to get more Ro-
anoke type situations? It seems to me, all of America should look
like Roanoke. We shouldn’t have to have Ms. Jones sitting here
saying, “Oh, there's one place where doctors will really take pa-
tients, isn't that wonderful?”’ What are you doing?

Dr. HarMoN. Well, we have some programs designed to get more
primary care physicians and nurse practitioners, midwives and

hysician assistants to high-need areas in general. The National

ealth Service Corps is going through a big revival, with a fivefold
increase in scholarship and loan repayment funding. The purpose
is to get more providers out there, not just OBs, but also family
physiciaas, general practitioners who will also deliver OB care,
nurse practitioners and nurse-midwives. There's a 10-percent set-
aside in scholarships for those mid-level providers, and they’ll be
fetting out there—they do not have as serious malpractice prob-
ems as OBs. When it comes to OBs, we're working with the states
where a lot of legislative action has occurred on this, to promote
success stories. In Missouri where I just came from, primary care
doctors delivering pediatric and OB care to Medicaid or self-pay pa-
tients, zero-pay patients, now get malpractice coverage by the state
legal defense fund, and that has been very successful in gettin
these providers back into Medicaid and back into OB care. An
very few claims on that have been made.

Chairwoman SCHROEDER. Se, you're pushing that nationwide?

Dr. HarMoN. Yes. There’s discussion of incentives for states to
enact these kinds of reforms, not necessarily legal defense fund
coverage, but certain limits on awards, attorneys’ fees and so
forth—apologies to the attorneys here—but those kinds of things
are under discussion as far as incentives.

There's legislation also that’s been submitted numerous times in
Congress about that, although it is mostly a state matter. And we
also have task forces to deal with that. The lead is by our new
Agency for Health Care Policy and Re -arch, and we work with
them on this.

Chairwoman ScHROEDER. But I hope, as you look at Medicaid
versus Medicare, there is such a difference in acceptability—we’d
like to make it better for all—but is there anything you can do for
uniformity there? That just drives me crazy, that you've got the
private sector much more willing to deal with Medicare than Medic-
aid, and it’s the same Federal Government. So, at some | nint, we've
got a real problem.

Dr. HarMON. Sure. We work closely with the new Medicaid
Bureau and the states. We're in agreement that increased Medicaid
fees for obstetrics and pediatrics 1s a very important step. There
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are now some requirements under some of the OBRA legislation,
that those fees be adequate, to meet community standards.

We also now have cost-based Medicaid reimbursement for com-
munity and migrant health centers and others that look like them.
That has been a big help in enhancing revenues and in recruiting
and retaining more of these providers.

Chairwoman ScHroEpER. Ms. Gomez, it sounds like you're one of
these new entrepreneurs that Judith Jones talked about. How do
mfund your clinic and not go mad? You don’t have any gray

ir. How do you do it?

Ms. Gomez. It is a little crazy, and I think I spend probably two-
thirds of my time worrying about that.

Chairwoman ScHROEDER. Two-thirds? And you have funding from
foundations?

Ms. Gomez. Funding from foundations. D.C.—a lot of what has
happened is trying to sit down with the D.C. Government and lock
at J: issue and say, “Look, we don't think we can do it better, but
I think we can do it more efficient,” and trying to get funding from
them, and they have been very supportive, not so much with
money, but making—sort of cutting through the bureauc , going
through WIC and not having to have that waiting period, going
through Medicaid and not having to have that waiting period.

So, a lot of my time is spent trying to negotiate and say, you
know, “Let’s try it this way.” A lot of my time is also spent show-
ing foundations that a program like this is in the long-term, very
cost-effective. The success of having done all that fundraising is
that possibly we might be able to get a site, a building that some-
body is going to give to us pretty soon, and I hope that comes
through.

Chairwoman ScHroeper. Well, 1 really salute your tenacity be-
cause I think every director of a successful program like yours tells
me the same thing. They spend an incredible amount of time—
there are reporting requirements, they're out trying to sell, thei're
out trying to do all this, and ther='s a long line at their door they
have to turn away. If they cruld find some other funds, they'd be
able to be out there.

So, I salute you on your being family-friendly, user-friendly, and
you've got more users and families than you can serve and, hope-
fully, we can get all this funding stuff sorted out so it is not so com-
plex, but thank you for being one of the new entrepreneurs who
cares.

Judith Jones, 1 appreciate your oversight, appreciate all the
things that you had to say. Let me ask a question. In every single
thing we do, there is one state that shows up, that appears to be
fairly enlightened on all of these, and that is Hawaii. y is there
this one bright light out in the Pacific, and the other 49 just don't
get it, or one gets it here and one gets it there? I mean, I'm just
astounded all across the board.

Ms. Jones. I really don't know the reason. Maybe it’s because it's
off-shore.

Chairwoman SchHroEDER. They haven't been contaminated by the
rest of us. But wouldn't you say vis-a-vis children and health pro-
grams——
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Ms. Jones. 1t is. In fact, they've done a number of some of the
best research out there, on looking at invincibility in children in
disadvantaged conditions. Maybe it’s the size. I really don't know
the answer to it, but it’s one of the things, hopefully, we'll be able
to %'eve you the answer in about a year because we are really going
to going around the country—I will be on some of those site
visits—t0 really take an in—de%th look at not only what the pro-
gram looks like on the ground, but what are the systems that allow
that to happen, and what is perhaps the political history in a state
that makes that happen.

I think that'’s very imrortant. There is no question, too, that in
this country—and I really have to mention it this morning, and 1
don’t want it to be misinterpreted—I think that when we think of

r children, we think of minorities synonymouslgé And the
nited States has major problems with issues like that, and we
have not won that war by any stretch of the imagination. It is lost
on the vast majority of the population that the majority of the poor
children happen to be white.

And I think that as long as we don’t confront that issue in the
United States, we're really not going to move on these issues be-
cause the mental image that people have about low birthweight
and women on drugs certainly does not sgeak to the wealthy coun-
ties in Connecticut where it is almost as high in their cities as it is
in the inner city in New York, and maybe higher. I think it's really
important for us to understand that and confront it, or we're not
going to really make the progress we need to make.

Chairwoman ScHrOEDER. And Hawaii, again, seems to have over-
come that. It's the only state in the union where the majority of
the population is non-white. So, they've had an interesting ap-
proach to all that.

Ms. Jones. We'll have somé answer, hopefully, to that because 1
think that's an excellent question.

Dr. HaArmON. The State Health Director, Jack Lewin, is a good
friend of mine out in Hawaii. I think some factors would include a
lower rate of child poverty, and the economy of Hawaii is pretty
strong with tourism and so forth. They now have almost universal
access to health insurance——

Chairwoman SCHROEDER. And have for 17 years.

Dr. HarmoN. Right, because of their employer programs and now
thaare filling the final gap of the unemployed.

airwoman SCHROEDER. Could we get you to come out for that?

Dr. Hagmon. Well, the whole situation is under review. They
have a strong family structure. A high percentage Asian popula-
tion which tends to have better health statistics, lower mortality
rates, and healthier behavior rates such as not smoking and so
forth, and they have a very highly organized :])'swm with a strong
state and district health departments to get all this together, and
they are blessed by distinct boundaries and so forth, so it's a little
easier to organize.

Chairwoman ScHROEDER. But they also—] know when I asked
some of them about it—they said very smugly, “We've gotten to
work on the problem rather than having big follies about it”. They
said, "If we'd had ‘hands across America’ over here, half of us
would have drowned.” It was a very interesting thing of how
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they've been very focused on making sure the reality came. So, 1
hope all of us keep looking at them because they are the one
state—and I just can't give them high enough accolades.

Let me ask you, what is the March of Dimes’ position on the new
recent reorganization of HHS, and what do you think it's going to
mean for maternal and child care?

Ms. JounsoN. We are extremely concerned. We wish, and I think
there are man)lv others in the community outside of HHS, who wish
we knew a little more about the thinking of the Administration in
making this decision.

Obviously, the March of Dimes and many other organizations
have been saying for years, “We do need to reorganize. We do need
to think about integration at the federal level.” In some ways, that
goes to the heart of one of Mr. Miller's questions about if we're

ing out there in communities and we're having Healthy Start for

ive years, is the Federal Government goin% to do something to
change the way it practices simultaneously? So, it’s certainly a
vision that’s been put forth for a long time.

I think there are several dilemmas. One is that when the propos-
al was made, there was discussion about moving this agency and
this Administration, and then this program, and there was no indi-
cation that the important structures that supported that program
were going to be brought along with it. And in some ways, I think
one could look at it and say, “Is someone coming in and raiding the
money,” and they're not going to take the expertise and they're not
going to take the structures, so that's a concern.

I think a second concern is, what does it mean to take one little
piece of health, Maternal and Child Health, while this is the only
exclusively devoted program to maternal and child health, it cer-
tainly in no way reflects all of the service delivery systems in ma-
ternal and child health, and take it out from under its structures,
and take it out of its administration, and move it over.

If we look then at the overall structures and think about where
are the other educational pieces. If this is really a comprehensive
administration that's going to be put together on children and fam-
ilies, they ought to be looking at all of the issues that this commit-
tee looks at routinely. And it's clearlf not structured in that way.

So, the administration looks more like a social welfare adminis-
tration with a health piece stolen, and it's not clear to anyone at
this point how the rest of those decisions are going to be made. My
understanding is that there is a period when a task force is going
to be convened and be meeting about the structures and the reor-
ganization. I certainly hope there will be a lot of opportunities for
public input, and input from a lot of the experts, about maternal
and child health, about ways that this might work. I don’t think we
see it as something that couldn’t categorically work, I think there
are 8 lot of concerns about the way it's been approached and
whether or not we're really taking a comprehensive view.

Chairwoman SchHroeper. I think that's a very good point. Dr.
Harmon, I guess I should go back to you and say, is this going to be
comprehensive, and is it going to go to the gut of what 1 hear ring-
ing 1n my ears from absolute ‘y every person here, and that is, uni-
form eligibility, or uniform forms. 1 mean, this Federal Govern-
ment has been fighting on paperwork. It's been the greatest politi-
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cal rallying cry since 1 got elected, and there have been paperwork
commissions, and there have been, you know, up the—but we never
get it under control. Can we ever get that kind of unity and the uni-
lorm eigibiity which everybody seems to be saying would sure
make their lives easier.

Dr. HarMON. It’s early in the process of working out the details
of the new Administration for Children and Families. The vast ma-
jority of the $27 billion and 2,000 people who will be working there,
are involved with social service programs such as AFDC, Jobs pro-
gram, child support, child care, the energy program, Head Start,
child welfare, social services block grant, et cetera. The MCH Block
Grant part is about a half a billion dollar

It is the intention to try to simplifzss e eligibility criteria for
these various p under one istant Secretaxiy, and to
better coordinate these different programs, but it is stiil early in
the process to comment on details.

Chairwoman Scurorper. Well, I'm sure Kay Johnson and others
are going to want to stay tuned and make sure that we don’t just
move the squares around, but something reall{ transpires.

I know I've asked too many questions, but let me ask one of )~
final ones that just goes right to the core of my not understandin
what's going on. I don’t know of a state in the union where a 12-1
gaear old girl cculd walk in and say “I think I'd like to adopt a

0y,” where they'd say, “That’s a great idea.” They'd say, “You're
not re?onsible enough. Get some schooling,” and on and on and
on. And yet, they can have a baby.

Now, I understand that the Administration is very sensitive
about sex education because they're afraid that those who don't
know about sex might take the education and then employ it, but
after they've had the first child, you certainlg can’t have that
hang-up anymore. The’)’r either figured it out or they didn't figure it
out but, anyway, they had the child.

I've been very upset that we have not gut family planning ag-
gressively into any of these p ms for the parent after the first
child. My understanding from yns is that if they proceed to
have another child very rapidly, they are high-risk moms, there’s a
great potential of more low birthweight babies, and on and on and
on and on.

So, I would think that from that standpoint of infant mortality,
we would be more aggressive in family planning. But it's Jjust the
one thing that keeps falling through the cracks. And then 1 hear
the other part that Judith Jones is talking about. We now have a
society that wants to say, “Oh, well, those people are just having
all those babies because they want my tax money or whatever.”
We've got such a polarized society, they are really not looking at
the real statistics on it.

Why haven't we been much stronger on that family planning
component?

Dr. HARMON. We are in support of family planning. 1 believe the
Administration has an increase in the family pianning budget pro-
posed for FY 92, and family planning is a very important compo-
nent of Healthy Start. If the communities wish, they can greatly
beef up their family planning programs——

Chairwoman ScHROEDER. If they wish.
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Dr. Harmon. It's up to the community, it's not a requirement.

Chairwoman ScHROEDER. I just think unless you say it has to be
there, it should be the client who gets to wish, and not the commu-
nity. I have women following me around wanting to know how |
limited it to two. I go in a family planning clinic and someone says,
“Well, the community doesn't want them to know.” Well, they
want to know. Isn't it important that we give them the information
they want to know? Why does the community have the right to
veto that?

Dr. HARMON. ] predict nearly all the grantees will come in pro-
posing an expansion of their family planning programs. It's one of
the best investments to improve women's health——

Chairwoman SCHROEDER. It is. It beats seatbelts.

Dr. HARMON {continuing]. Reduce infant mortality, and so we're
very supportive of this.

Chairwoman Scuroeper. Well, I would {'ust like it to go beyond
the voluntary thing because I think it really allows certain groups
in the community to play with it. And I think if you go clear back
to the Rockefeller report under Richard Nixon even—they talk
about the importance of making it availabl: and making it there,
and not allowing people to waffle on it. And 1 think it would really
help long term.

Dr. HARMON. And you mentioned women who have already had
a child. Postpartum family planning is part of the Medicaid expan-
sion. It's a good start, and very important. Many of the clients have
already had a child. As a provider, as a local health officer in Phoe-
nix, I saw that all the time.

Chairwoman ScHROEDER. That's right. If you try to do the sex
education, everybody accuses you of running a war on puberty, but
once they've had the child, I think you then put that out of the
way, and that should be a component that the client picks, and not
the community. So, ] hope we don't give that as an option. That's
what makes me very nervous about Congressman Bliley's bill, let
the community pick. Well, you say you think most communities
will do it, but I'm not convinced. I've gone through that battle for a
long time, and I have a progressive state on this, so I know how
many times you have to fight that. And I think we ought to firmly
state, onc. someone has become a parent, they have the option to
determ .. when to do it again, if they want to determine that, and
it's n¢ ¢ the community ur someone else. So, I would hope that the
Federal Government would speak loudly.

I have now done enough damage for the day, I am sure, and |
apologize for keeping you all so late. Let me mention that we will
keep the record open for two weeks, for any submissions or addi-
tions or whatever.

Congressman Bilirakis, thank you for hanging in here. Is there
anything you'd like to add?

Mr. Biuirakis. No, Madam Chairwoman.

Chairwoman ScHROEDER. Thank you. Thank you to our very dis-
tinguished panel and, with that, we adjourn the hearing.

[{Whereupon, at 12:40 p.m., the committee was adjourned.]

[Material submitted for inclusion in the record follows:]
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April 23, 1991

The Honorable Patricia Schroeder

Chairvoman

Select Committee on Children, Youth and Families
385 House Office Building, Annex 2

wWashington, DC 20515-5401

Dear Chairwonan Schroader:

On bahalf of the Association of Stata and Territorial Health
Officials (ASTHO), which reprassnts chief state health officerw,
I am writing to applaud you for your guick lead in holding
mn?resnionax hearings on the new Administration for children and
Faniliss and the Hoalthy start initiative. As you stated in your
copening conments, placing the Matarnsl and Child Health Block Grant
into the newly created Administration for children and Families
will cartainly have a negative impact on the unity and coordinatioen
for providing children’s health care servicas.

ASTHO has also publicly sexpresssd its opposition to thias
reorganization. Enclosed is a copy of the letter sent to Sacratary
Sullivan. It would be appreciated if this legtter could be made A
part of the hearing rescord.

Again, thank you for responding quickly to this issue. Pleass lst
me know if ASTHO can be of any assistance to you or the Select
Committee in the future.

sincerely yours,

Afz,ldh41r¢)/2i zg%z;-r—r)

George K. Degnon,
Exacutive Vice President
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April 23, 199

Sonoradle louis Sulliven

SacTetary

wumummmzm
200 Indspandance Avenuve, SW

washington, DC 20201

Dear Sscretary Sullivan:

on bsbalf of ths Asscciation of state and Territorial Esalth
ofricials, xmldlmu_umtnmrdtunto
mﬁu the adainistyatiom ssxvicss !nr families and
children. Since your m.ﬂ.ng Yedneadsy sembars of the

s Council on Nealth Promotion and nhun Prevention,
thars has svolvad a groundswvell of vabament protest froa stats
haalth agencies throughout the nation on one aspect of your
propesal. While ASTHO and astate health agencies support the
efforts . ¢ the rtaant to focus attsntion upon childran and
families 28 a priority, wa balieve that tha transfar of the
Maternal and Child Health Block Grant froa the Pudblic Health
Sarvice into the new Administration for Cdildren and Families will
de a major satback to faderal and state pubdblic health sfforts and
will advarsely impact ceordination of health services to children.

The announced intantion of the Department to transfer this progras
will have a significantly negative impact upon the adility of
health officialas to provide guality care for pregnant women,
children and infants. This transfar places s small but important
health-bhased program asony largar wsalfara-oriented programs; it
downplays the importance of this NCH program; it threatens ths
integrity of child health ssrvices; it disTupts the infrastructure
of matermal and child Dhealth prograss; it contradicts
recommandations mada in the Institute of Madicine report on Tha
Future of Public Health: it will impact on state~based models for
MCH programs;: it pulverizss ths linkage between thas block grant and
the Year 2000 Health Objectives by removing the block grant tronm
the agency reasponsidble for monitoring the objectives:; and it
violates the latter and spirit of the law as adopted by Congress
undsr Section 509 of the Maternal and Child Health Blork Grant.

The placement of an important maternal and child health progranp
within an income meintenance Adminastration downplays the
importance of the health program and also may place it in direct
conflict with a portion of the Administration’s nission. Welfare-
based programs, which are the significant focus of the new
Administration, are driven by e~phasis or screening for eligibility
in order to insure that only gualified individuals participate,
while pudblic health programs have a muth broader responsability
beyond Just welfare elig:ble children and seek to address the
public health needs of all w~o-en and ch:ldren,
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nmunzm.mmmﬂamnummmu
mmmmmzme:.;:—s-ﬁum gum
and State agencies to address and childs noving
the health componedt of ths Children’s Mureau the
hdlic Beslth BSexvice. This was viewed a8 a definitive and
concIete step in foousing matermal and child health needs withia
mmmmmmmmm
mmnummmm-—mm
poogTese bhas sade in integreting maternal and child health
muummumnmmmm
children, such n‘l-wuuum pn\:luca and l::m
NMN"““- This 0 sexvices bean
ful. The relocation of ths XN Block Orant to another
m;‘ from the Public Eealth will severaly
the integrity of matsxmal and child bealth services.
Through the integration sszvioas, it has deen that

prov praventive and pr saxvices to low
women, infants and children. The NN is an 1
of the Fedaral/State structure des to fanilitate pudlioc haalth

planning, epidemiology and asurveillance, standaxd  satt and
quality control, data collection and analysis, snd coordination of
matermal and child health sexvices with other pubdlic health
Programs, Tha infrastructure of the matsrnal and child health
systsm vill be compromissed through the transfer of the NCH Block
Grant to the nev Administration for children and Fanilies.

The Eaticnal Ressarch Council-instituts of Nedicine report on The
» released in 1998, smphasizes that the
responsibilities of government are needs assssspant, policy
davelopeent and assurancs. Within sach atate, primary
rasponaidility for directing public health attention toward ths
future and isplementing public health programs bas been vested in
a singls, atats lavel agsncy. Ganerslly, the state health
is responsible for assessing the health status of citizens within
the stats, satting gtate-wide public health priorities, carrying
out national and state mandates and hnlrlng to assurs accass to
guality health cars for undersarved residents. As assurers and
pProviders of preventive health services, ani: as a principal
provider of prisary cars to the redically indigent, state health
agenc:es play a unique and important role in =he Anericsn health
care systen. The ssparation of the assssszent, policy developssnt
and assurance functions for mothers and children from the Public
Health Service to another agency will frustrats fadesral and state

efforts. The separation runs counter to the recc=mendations of the
Institute of Medicina.

The Institute of Madicine Report alse recom-snds that *puplic
health be separatsd organizationally from incoce maintenancs..,.®
The Report argues that an e-phasis on weifare payrent and
certification of eligibility to receive income zaintenancs crsates
a negative vision and takes away from organizad efforts to
strengthen public health functions. In striving to iTprove the
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profesai the « Thie
decision is viewed with glara not-only for its mf’mm to the
Yedaral structurs, but also bacause of its potantial impact upon
state-bagad afforts to recrganize health sexvices f

|

community, not through welfare agenciss. W¥s support co-location
of NCH services at the local delivery lavel, with both welfars
ssrvicas and other health progrars, such as WIC, family planning,
ismunizations and disease scresning but the overall sanagsasnt and
aduinistration of the NCH progras at the faderal level must reaain
vithin the Public Health Sarvice. .

The Naternal and Child Health Program has been sxpanding and
isproving annually. The Public Haalth Service soved to elevats the
status of maternal and child health within the Nsalth Rasources and
Servicas Administration through ths crsation of a naw Burean.
Within the last month the success of the Naternal and child Health
frogran was aspecially evident when it wvas announced thst the
infant sortality rate in this country has been reduced to 9.1 par
thousand live births. This rate alsost achieved the challsnge of
the 1590 hsalth objectiva that thers be no mors than 9 deaths per
thousand live birthas.

Achisvenent of thes Hesalth Objectives for the Year 2000 is an
important priority for this nation's public health agancies. There
are 24 other maternal and child hsaith-related cbjsctives within
the Secretary's Health Objectives for the Yaar 2000. It will take
a coordinated Federal/State/local public health effort to addrass
those objectives. In fact, in OBRA 89 legislation Congress
directly linked the programs of MCH with the Health Objactives 2000
by mandating that state health departcents collect data undar the
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ECH 3lock Grant regarding the Yeaxr 2000 objsctives. The Public
mum«ummmm-m-ummhm
objectivas and removal of the Block Grant from tha PES an
mumwwmm«mnmm.

commandable at sotion

discussicn and plamning. We believe the aniszatipon plan ~ and
thexrefore the sexvices for children snd fanilies - might have deen
isproved by more thoughtful coordination and planning.

Hnﬁl hmmormnmmmcn?xu Alock Grant
axplic statas that "The Secretary sdall desigmate an
identifisble administrative unit with mxnertise in matermal and
child vithin the Department...” to handls a wariety of
responsibilities. (Emphasis added.) The statuts further provides
that the single, identifiadle sdministrative unit will also provide
information on “advances in tha care and trsstmsnt of mothars and
children® and provids technical assistance on "standards of care
and svaluation,® and provide cirsction to states on state plans,
expenditures of funds and data collsction. The agencies of the
Public Health Servica which currsntly provids these sarvices work
c1m1¥ with state and iocal agencies and are recognized for their
expertiss in patermal and child Dhealth. The propossd
reorganization plan  fractionates Congressionally dirscted
activities of ons agency among multipls agencies thus leaving a
deep rootsd anxiety among state officials, bassd upon sxperisnce,
that sultipls federal agenciss with similar responsidilities will
generate confusion and provide conflicting guidance and dirsction.
Thers is concern that staffing up the nev child velfars agency to
provide expartise in child hsalth is redundant and unnacessarily
coatly.

There is every indication that the afforts of the Pudblic Health
Service in administrating the MCH program have besn successful.
ASTHO balieves that thers is no concrete svidence or justification
for dismantling this effective organizational structurs.

We would urgs you to reconsider ths placement of matarnal and child
healtr services in ths nev Administration for children and Families
and would appraciats the opportunity to discuss with you the impact
of this anncunced reorganization.

Sincerely yours,

%md.&-ﬂ—-‘_.%’

Suranns Dandoy, ., MPN
President
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.. Monse of Representatives

SELECT COMMIYYI OB
CELOREN. YOUTH, AND RdLER
S38 fepens OWCT Byame A 3
Wasanetes, DC 508 15-8401

May 7, 1992

T™he Honoradla Thomas 81110{
U. 5. Houss of Repressantatives
2243 Rayburn Housa Office Building
Mashington, D.C. 20818

Dear Tom:

I vant to SXpress 8y personal apprsciation to you for appesaring
before the selact Committee on Children, Youth, and ramsillies at our
hearing, "GCenarating Innovative Strategies for Healthy Infants and
Children,* held April 23, 1991, Your testisony was, indsed,
important to ths work of the Committee.

Congressaan rrank Nolf has asked thad the following gquastions be
directed to you to add to the record:

L You spoka at length adout the nesd to cut through the
bursaucracy and red tspe that often accompanies and
post-natsl services for pregnant women. How wil) your
bills eliminate all the bursaucracy or duplicative
categorical programs associated with pranatal cars and
conselidate saxvices into one~-stop shopping plans?

2. How would bill address vhat sesas to be one of the
major darriers to women having healthy babies ~- drug use
during pregnancy? How would your bills deal with getting
pragnant women who usa drugs into treatsant and pranatal

cars ssrvicaa?

It would be helpful if you would forvard the answvers to thess

guestions by May 17 so that they may ba includad in tha printed
record of the hearing.
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Again, my thanks, and that of the other sambers of tha Committes,

participation.
———
x,'
PA CIA
Chaisvoman

PS/3a
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ResponsE FRoM CONGRESSMAN THOMAS J. BLiLgy, Jr., To QuEsTiONS Posep BY
CoNGRESSMAN Franx R. WoLr

1) You spoks at langth about the nmed to ocut through the
bursaucracy and red tape that oftaen ncccn?-nzo- pre- and post-
natal services for pragnant women. How will your hill sliminate
all the buraasucracy or duplicative categorical pr

associated with prenatal care and consclidate sarvices into ons-

stop shopping plans?

Ny solution, is a creative approach to harness the combined
power of mors than $7 billieon to improve the health cars of
mothers and children. This proposal recognizes that the
incramantal approach to health cars mpanagement for pregnant women
is a ; DOt a2 gateway, to further rasductien in infant
mortality and other poor health outcomes,

This concapt will sliminate barriers to comprahensive cars
by giving a voman immediate access to all services, from
praventive ssrvices prior to pregnancy, to prenatal care
including nutrition services during presgnancy, to postpartum
care, all from a single providar. Delays in obtaining prenatal
care will be elinminated. Children will receiva immunizations,
health care axaminations, praventive laboratory testing, and
putritional sarvices all in one place. Prevention will take its
rightful placa to reduce long-term disabilitiss.

Sst-up is siopls: Tha federal governmant would provide more
than $5.5 billion to support the block grant by combining tha
resources of ten sxisting programs, including WIC, parts of
Madicaid, the Maternal and Child Health Block Grant, and the
Title X program. This way states will be able to detarmine how
to bast apand monies to suit thaeir individual needs.

2) How would your bill address what seens to ba one of the major
barriers to wosen having healthy babies -~ drug use during
pregnancy? How would your bill deal with getting pregnant women
who use drugs into treatment and pranatal care services?

My bill leoaves the aligidbility up to the states. Sevings
ganerated through administrative afficiencies and reduction of
long-texrm hsalth cars axpsnses would snable state to expand
eligiblility to thosae suffering from drug addiction, if that was a
high priority to that individual state. This is a grave problenm
facing many pregnant mothers, espsecially in urban settings. 1
would b mora than happy *o work with you, Mr. Wolf, to find the
bast way to most properly address this matter.
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208 NoweR Covas Sensme Anvn 3
Wasvansven. DC 200 15-8401

May 7, 1991

The Honorable Bill Bradley
0.5. Senate

731 Senats Hart Building
washington, D.Cc. 20510

Dear Bill:

I wont to express my personal appraciation to you for appearing
befors ths Sslact Committes on Children, Youth, and Pamilies at our
haaring, “"Generating innovetive Strategiss for Healthy Infants and
Children,® held April 23, 1991, Your testimony was, indsed,
isportant to tha vork of the Committes.

Tha Committee is nov in the prooass of preparing the transcript for
printing. It would be helpful if you would go over the enclosed
Copy of your remarks tO assure that thsy are accurats, and return
the transcript by May 17 with any necsssary corrections.

In addition, Congressman Frauk Nolf has ssked that the following
Juestions be directed to you to add to the rescord:

1, You spoke at length adout the nesd to cut through the
bureaucrscy and red tape that oftean accospaniss pre- and
post-natal sarvices for pregnant women. How will your
bills eliminate all the bursasucracy or dJduplicative
categerical programs associated with prenatal care and
consolidata services into one~stop shopping plans?

2. Hov would your bill address what sesas to be cna of the
major barrisrs to women having healthy babies -~ drug usa
during pregnancy? How would your bills deal with gatting
pragnant wonen who use drugs into trsatment and prsnatal
care services?
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RisponNsE FROM SENATOR BiLL BRADLEY, To QuEsTIONS PosED BY
CoNGrREssMAN Franx R. Worr

1. YOU SPOKE AT LENGTH ABOUT THE NEED TO CUT THROUGH THE
BUREAUCRACY AND RED TAPER THAT OFTEN ACCOMPANIES PRE- AND
POST~-NATAL SERVICES FOR PREGNANT WOMEN. HOW WILL YOUR BILLS
ELIMINATE ALL THE BURRAUCRACY OR DUPLICATIVE CATEGORICAL
PROGRAMS ASSOCIATED WITH PRENATAL CARE AND CONSOLIDATE
SERVICES INTO ONE-STOP SHOPPING PLANS?

Angwyer: One-stop Shopping is a philosophy and strategy which
can and should be applied to programs to promote efficiency
and effectiveness of mervice delivery. There are presently
many services targetted for the same population of
recipients. The number of these programs has increased over
time in response to identified public health needs. Yet
there has been little successful effort to collaborate, often
because development and implementation of the programs fall
under different jurisdictions.

One of the bills which I am submitting today
addresses this problem by structuring a mechanism which will
enable pragnant women who are receiving Medicaid mandated
prenatal services to also receive: WIC program benefits
through the initiative of state Nedicaid programs. Not only
deces this legislation promote communication between the two
agencies responaible for the programs, it also facilitates
pregnant women getting services which are proven effective in
lowering the incidence of low birthweight babies. The goal of
simplifying eligibility and application processes, as well as
streamlining the delivery, are inherent in each of the bills
which I am submitting today.

2. HOW WOULD YOUR BILL ADDRESS WHAT SEEMS TO BE ONE OF THE
MAJOR BARRIERS TO WOMEN HAVING HEALTHY BABIES ~- DRUG USE
DURING PREGNANCY? HOW WOULD YOUR BILLS DRAL WITH GETTING
PREGNANT WOMEN WHO USE DRUGS INTO TREATMENT AND PRENATAL
SERVICES?

Angwer: The first step to addressing the problems and
consequences of drug utilization during pregnancy is to
identify the women as early as possible in order to provide
supportive and rehabilitation services where available. Onas
of the bills which I am introducing today will expand the
Medicaid eligibility from the present 133 percent of the
fedoral poverty level to 185 percent of the federal poverty
level. This will provide increased access for many pregnant
women to the health care delivery system and improve the
effectiveness of early intervention strategies which are
designed to address drug use in pregnancy and avoid the
terrible consequences of drugs on the unborn child.

This is not snough. However, it is a step in the
right direction. We need to have more facilities available
to provide the substance abuse treatment that is necessary to
assure healthy infant outcomes once the problem is
identified. There are bills presently under consideration by
Congress which create and expand services for drug abusing
pregnant women. I support those initiatives. We must not
continue to pinch penniee when tiny infant lives are at risk.

942

43-680 (139)

|




